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THESIS ASTRACT  
Objective: To investigate second generation south Asian women’s experiences to physical activity, 
specifically the attitudes, motivations and barriers.  
Method: A qualitative methods approach was implemented. Semi-structured interviews were carried 
out with ten women. The data was analysed using Inductive Thematic Analysis.  
Results: Six themes were developed; psychological barriers and psychological motivators, personal 
barriers and personal motivators and external barriers and external motivators. The themes and 
subthemes largely concurred with past research. Themes such as ‘Past Experiences’ were found to 
hold as both a barrier and motivator in the same women, which suggests the barriers to physical 
activity may comprise of a complex interaction of different factors. The findings suggest second-
generation women experienced barriers similar to that of women from the general UK population, and 
this particular generation of women were more likely to resist cultural and traditional norms and 
expectations usually associated with physical inactivity in first-generation women.  
Implications: The present study makes a significant and original contribution to the area of South 
Asian women’s health. It is the first study to investigate the barriers and motivators to physical 
activity participation in young second-generation South Asian women. The study highlights second 
generation women may experience a complex interplay of a variety of barriers and motivators to 
physical activity. Second-generation women are likely to resist cultural and traditional expectations 
such as attending female only gym and exercise environments, the types of clothing worn, and the 
expectation of a women’s role as the primary caregiver and housewife. Past research has been 
unsuccessful in considering and accounting for second generation women’s experiences to physical 
activity. Past research has fundamentally relied on and generalized research on first generation 
women. This study brings into focus the complexity of factors which need to be considered by health 










1. INTRODUCTION  
This literature review considers past research of the physical activity levels in south Asian people in 
the UK and the challenges this ethnic group may experience when participating in physical activity, 
specifically, the barriers, motivations and attitudes.  
The term ‘Physical Activity’ can be defined as any bodily movement produced by skeletal muscles 
that requires energy expenditure (World Health Organization (WHO), 2018). ‘Exercise’ is a 
subcategory of physical activity that is planned, structured and repetitive (WHO, 2018). Physical 
activity is a global health crisis, responsible for an estimated five million deaths worldwide. Around 
twenty million adults in the UK are insufficiently active, putting them at a significantly greater risk of 
developing chronic illnesses and premature death. The impact of physical inactivity weighs heavily on 
the UK healthcare system, estimated to cost approximately £1.2 billion a year (The British Heart 
Foundation, 2017). Overcoming the challenges encountered to participating in physical activity is of 
paramount importance if we are to reduce the burden of inactivity-related ill health and improve the 
future physical health of the general UK population (British Heart Foundation, 2017). 
 
1.1. Physical activity recommendations  
Physical activity falls into two categories of intensity; moderate-intensity and vigorous-intensity. 
Moderate intensity is defined as a moderate amount of effort that accelerates the heart rate. Examples 
of moderate-intensity activity include brisk walking, dancing, gardening, housework and domestic 
chores, active involvement in games and sports, walking domestic animals, or carrying or moving 
moderate loads (<20kg) (WHO, 2018). Vigorous intensity is defined as requiring a large amount of 
effort that causes rapid breathing and a considerable increase in heart rate. Examples of vigorous-
intensity activity include running, walking or climbing briskly up a hill, fast cycling, aerobics, fast 
swimming, competitive sports (e.g. football, volleyball, basketball), or carrying or moving heavy 
loads (>20kg) (WHO, 2018). The recommended levels of physical activity for adults aged 18-64 is 
150 minutes of moderate-intensity activity per week, or 75 minutes of vigorous-intensity activity per 
week (WHO, 2010). Failure to engage in the recommended levels of physical activity increases the 
risk of developing certain chronic illnesses (WHO, 2010). 
Engaging in the recommended levels of physical activity introduces a host of benefits including: 
Improved muscular and cardiorespiratory fitness, improved bone health, reduces the risk of 
developing high blood pressure (hypertension), coronary heart disease, stroke, diabetes, some cancers, 
and mental health problems including anxiety and depression (National Health Service, 2018).  
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1.2. Physical activity levels in the UK  
The British Heart Foundation (2017) reported significantly more men than women achieved the 
physical activity recommendations in England. More specifically approximately 11.8 million women 
across the UK were inactive, compared to 8.3 million men, and overall, women were 36% more likely 
to be classified as ‘physically inactive’ then men (British Heart Foundation, 2017). The British Heart 
Foundation (2017) published a report compiling the latest health statistics to provide a comprehensive 
overview of physical activity levels and sedentary behaviour in adults across the different regions in 
the UK. It was identified approximately 39% of adults (which was approximately 20 million people), 
were failing to achieve the recommended physical activity levels.  
According to a recently published article by Sport England, Active Lives Adult Survey (2019), 
physical activity was found to be the lowest in the regions of the West Midlands (at 58%), North East 
and East Midlands (both at 60%). In 2017/18 62% of people aged 16 years and over in England, were 
classified as ‘physically active’. That is, they engaged in 150 minutes or more of moderate intensity 
activity per week.  
 
1.3. British populations and physical activity engagement; cultural considerations  
In Asian and white British ethnic groups, men are found to be more physically active than women, 
with physical activity levels declining in older population groups (Sport England, 2019). People from 
Asian ethnic groups are less likely than the overall average to be physically active, which has 
remained consistent since 2015/16.  
The next section of this literature review will consider research into physical activity and ethnicity. 
‘Ethnicity’ is defined as a complex interplay of characteristics, which can vary considerably within 
and between ethnic groups (Koshoedo, 2015). A study carried out by Donaldson-Feilder et al (2017) 
found among employees and managers working patterns, family commitments, and a lack of 
motivation were barriers to physical activity. Allender, Cowburn and Foster (2006) identified a sense 
of achievement, skill development, medical sanction, support networks and enjoyment were all 
motivations to engage in physical activity, and negative school experiences, anxiety in unfamiliar 
settings, a lack of social support and role models as barriers to physical activity. Mailey et al (2014) 
found among working mothers and fathers family responsibilities, a lack of social support, scheduling 
constraints and work were barriers to physical activity. Motivations to physical activity included 
being active with children and acting as a role model, prioritizing time well and benefits to health, and 
having frequent support available.  
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Two recent systematic reviews carried out by Kelly et al (2016) and Morgan et al (2019) investigated 
physical activity participation and healthy behaviours in people at mid-life, and found the main 
barriers to physical activity were a lack of time, poor weather, access issues (to transport, facilitates 
and resources), financial costs, negative attitudes and behaviours, low socioeconomic status and a lack 
of knowledge. Common facilitators included a focus on enjoyment, health benefits including healthy 
ageing, social support, clear messages and information, and integration of behaviours into lifestyle. 
Older adults were more aware of the health benefits including improved cognitive functions of a 
healthy mind, increased social contact and feelings of enjoyment. A sense of purpose and self-belief, 
and feelings of togetherness and community and belonging were motivators to activity (Morgan et al, 
2019).  
A key criticism of the majority of studies is the lack of consideration of ethnic factors, such as people 
from a south Asian ethnicity. Family responsibilities and a lack of time seem to be a common barrier. 
Welch et al (2008) investigated the perception of time pressure to physical activity and it was reported 
as a barrier to physical activity by 73% of women due to family commitments. 
A qualitative study by Horne et al (2013) investigated the barriers to initiating and maintaining 
physical activity in white British and south Asian adults living in the UK. Both ethnic groups had a 
misunderstanding of the values and benefits of exercise in later life. However, ethnic-specific 
differences emerged of language barriers, religious beliefs and cultural practice, which appeared as 
additional barriers to participating and maintaining physical activity among south Asian adults. This 
study suggests there are distinct differences of the barriers experienced by both ethnic groups. A 
particular limitation of this study was the generalizability of south Asian people, (that is Pakistani, 
Indian, Bangladeshi, and Sri Lankan), which this study had failed to consider and account for.  
 
1.4. Lifestyle risk factors and health status in south Asian populations  
The term ‘south Asian’ refers to a person who is of an Indian, Pakistani, Bangladeshi or Sri Lankan 
origin. According to the Office for National Statistics census (2011), south Asian ethnic populations 
are the second largest ethnic group in England, following the White general population. Various 
generational ethnic groups exist in the UK. People who are from a first-generation are migrants who 
have relocated to the UK from their native country. People who are from a second-generation are 
people who are born in the UK, and who have a migrant first-generation parents (Bhatnager, Shaw, 
Foster, 2015).  
Statistics from the British Heart Foundation (2017) fails to consider the variation of various ethnic 
groups residing in UK, including south Asian populations. South Asian people are at an increased risk 
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of developing cardiovascular diseases and diabetes in comparison to all other ethnic minority groups 
in the UK (British Heart Foundation, 2018). For more than 50 years it has been well known that the 
risk of coronary heart disease (CHD) is up to 50% higher in south Asian populations, in comparison 
to the White general population, and at present is a major health concern (British Heart Foundation, 
2018).  
From a medical perspective the increased risk of heart, circulatory disease and diabetes is due to the 
body shape of south Asian people, as they develop central obesity. This is likely to increase insulin 
resistance increasing the risk of developing type 2 diabetes and developing coronary heart disease 
among these people (British Heart Foundation, 2018).  
Lifestyle factors are also known to play a role in increasing the risk of chronic diseases.  Studies 
suggest south Asian people; especially women, perform less physical activity than white British 
populations (Williams, Stamatakis, and Chandola, 2011) and south Asian women aged between 25-44 
are likely to be more physically inactive compared to Chinese, Black, White other and White British 
women (Williams, Stamatakis, and Chandola, 2011). 
The Health Survey for England (2004) a nationally representative annual health survey, produced a 
report on the health of ethnic minority groups in England. The report indicated physical inactivity was 
extremely high in Bangladeshi and Pakistani women. South Asian women had the lowest walking 
rates (under 20%), and the percentage difference between low levels of activity compared to high 
levels of activity was highest in Bangladeshi, Indian, and Pakistani women. In addition to physical 
activity, lifestyle factors of dietary behaviours, alcohol consumption, and smoking may also 
negatively effect and influence the development of chronic diseases (National Health Service, 2018; 
Saraswat et al, 2020; Hurcombe, Bayley and Goodman, 2010; LeCroy and Stevens, 2017; Emadian, 
England, Thompson, 2017). The findings suggest south Asian people’s health may be at risk due to 
the role of genetics and lifestyle behaviours.  
 
1.5. Qualitative research focusing on south Asian populations  
A clearer understanding of the barriers south Asian people may experience to physical activity is of 
crucial importance. The Health Survey for England (2004) suggests differences in physical activity 
exist between ethnic groups but fail to provide an explanation of what the dissimilarities may be. 
According to qualitative research the barriers south Asian people may experience are mostly due to 
exercise or physical activity having little cultural meaning, a lack of knowledge and understanding of 
the values and benefits of physical activity, language barriers and having to comply with the cultural 
and social norms of their culture to avoid shaming family and friends, together with practical barriers 
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of a lack of women-only facilities, loud music and inappropriate scenes being displayed on television 
screens within exercise and gym environments (Grace et al, 2008; Farooqi et al, 2000; Sriskantharajah 
and Kai, 2006; Lawton et al, 2006; Khanam and Costtarelli, 2007; Penn et al, 2013; Ludwig, Cox, and 
Ellahi, 2009; Netto, McCloughan and Bhatnagar, 2007; Horne et al, 2013; Horne et al, 2009; and 
Gupta, Aroni and Teede, 2017).  
The sample characteristics in the research studies outlined varied greatly. The majority of studies 
investigated both males and females with known health conditions such as diabetes and 
cardiovascular diseases (Sriskantharajah and Kai, 2006; Grace et al, 2008; Lawton et al, 2006; Netto, 
McCloughan and Bhatnagar, 2007; Farooqi et al, 2000; Gupta, Aroni and Teede, 2017), with only 
three studies investigating women only (Sriskantharajah and Kai, 2006; Penn et al, 2013; Khanam and 
Costtarelli, 2007). Out of eleven studies, only five had documented the generation the participants 
were from. (Grace et al, 2008; Khanam and Costtarelli, 2007; Lawton et al, 2006; Ludwig, Cox, and 
Ellahi, 2009; Gupta, Aroni and Teede, 2017). Of the studies, three included participants from both a 
first and second generation (with the majority of participants from a first generation), and two studies 
of participants from a first generation only (Gupta, Aroni and Teede, 2017, Khanam and Costtarelli, 
2007). Out of the eleven studies, seven studies failed to outline the generation the participants 
belonged too. Most of the studies focused on participants aged 50+, with only three studies 
considering socioeconomic factors (Sriskantharajah and Kai, 2006; Penn et al, 2013; Ludwig, Cox, 
and Ellahi, 2009). More importantly the majority of studies failed to differentiate the south Asian 
ethnic group (i.e., Pakistani, Bangladeshi, Indian, Sri Lankan) they were from. It is important to 
account for this distinction as cultural, religious, and socioeconomic differences may be present 
within and between ethnic groups (Cultural Awareness Guidance, 2017; Office for National Statistics, 
2019; Office for National Statistics, 2012).  
A review by Ige-Elegbede et al (2019) considered the qualitative evidence of the barriers and 
motivators to physical activity in Black and minority ethnic groups in the UK aged 50 and above and 
identified six key themes: awareness of the links between physical activity and health, interaction and 
engagement with health professionals, cultural expectations and social responsibilities, suitable 
environment for physical activity religious fatalism and practical challenges. Two systematic reviews 
by Babakus and Thompson (2012) and Patel et al, (2017) collated and synthesized the qualitative 
evidence of the barriers to physical activity in south Asian populations. Both reviews identified a 
range of structural, cultural and social barriers. Family and community pressures to conform to the 
social norms and values in south Asian culture, cultural differences compared to the dominant society, 
prioritizing work over physical activity to provide for the family, fear of racial harassment or abuse 
when participating in physical activities, and structural barriers (of a lack of time, poor weather, fear 
of personal safety, money, access to open spaces) were barriers faced by both male and female south 
Asian people.  
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More specifically women experienced additional barriers to physical activity such as the expectations 
for women to remain in the home, fear of personal safety when participating in activity, a lack of 
same gender values and concerns over the acceptability of wearing ‘western’ exercise clothing, and 
culturally inappropriate facilities (of mixed sex facilities and the use of male instructors). Many 
women believed their focus should be entirely on their family and they should be performing 
domestic and caretaking duties over all other activities. Also, women were less likely to participate in 
physical activity if they had profound difficulties communicating the language of the wider society, if 
they lacked knowledge of the benefits of physical activity, and if they were unaware of the distinction 
between exercise and physical activity.  
Babakus and Thompson (2012) and Patel et al (2017) clearly indicated second generation women and 
contextual factors of socioeconomic status were not considered in the research literature. The 
literature also failed to adequately differentiate between the different origins that constitute being a 
south Asian (Indian, Pakistani, Bangladeshi, Sri Lankan) and the generation a person had come from 
(first or second), and those studies that did outline this distinction, generalized their findings across all 
south Asian populations. The limitations presented are also identified within the qualitative studies 
outlined (Babakus and Thompson, 2012 and Patel et al, 2017).  
A systematic review by Bhatnager, Shaw and Foster (2015) explored the generational differences of 
physical activity in south Asian women. This was the first review to assess generational differences in 
this population group. Four studies had reported second generation women were considerably more 
active than first generation women and were found to resist cultural and traditional norms and 
expectations. This suggests there may be positive changes in physical activity behaviours in second 
generation women. However, of the twelve studies reviewed, only three had reported information on 
second generation women, and of these, changes in behaviour or attitudes were described, with no 
further in-depth analysis or consideration of the importance of second-generation people as a distinct 
group of individuals and the difficulties which they may experience when participating in physical 
activity.  
For instance, of the three studies, one study explored the knowledge of and attitudes to lifestyle risk 
factors for coronary heart disease in males and females aged over 40 (Farooqi et al, 2000). However, 
the focus of the study was not specific to physical activity behaviours, as smoking and dietary 
behaviours were also considered. It was also unclear how these participants were recruit into the 
study. Another study investigated the beliefs and attitudes, religious teachings, and perceptions to 
diabetes prevention in male and female Bangladeshi populations (Grace et al, 2008), however the 
majority of participants (62 of 80) were from a first generation. Finally, the third study, which was a 
dated report by Rai and Finch (1997), described differences in attitudes between young and old Black 
and south Asian people. Rai and Finch (1997) suggested the experiences of early life in the UK 
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underpinned the differences between younger and older people who had grown up in different 
countries. However, this study did not explicitly report on the differences between Black and south 
Asian people and the generational group the participants had come from.  
Although limitations were present, there was an indication of a change in attitudes in younger second 
generations, towards the commonly reported barriers to physical activity in south Asian women (Rai 
and Finch, 1997; Farooqi et al, 2000; Grace et al, 2008; Babakus and Thompson, 2012). For instance, 
changes in physical activities such as participating in swimming were performed (Farooqi et al, 2000) 
and women were found to resist pressures to conform to traditional norms and expectations and went 
against pressures from family of having to wear acceptable clothing such as clothing which covered 
all parts of their body and were not tight figure-hugging when attending a gym environment (Grace et 
al, 2008).  
Bhatnager, Shaw and Foster (2015) showed differences in the prevalence of physical activity between 
first and second-generation south Asian people. Although there is limited evidence to suggest first and 
second-generation people may acquire differences in attitudes to physical activity, there is a 
suggestion these attitudes are in the process of changing. These changing attitudes may be a possible 
explanation for the differences in physical activity between first and second generations. This 
hypothesis needs to be addressed. 
The need to target people from a second-generation is imperative. The behaviours and experiences of 
first-generation people may be influenced by sociocultural factors developed from their native 
country, compared with second-generation people who are born in the UK. Past research has been 
unsuccessful in attempting to explain and understand the barriers and motivators to physical activity 
second generation women may experience. The present study will address this issue.  
 
1.6. Socioeconomic status and physical activity participation  
Sport England (2019) suggests rates of physical activity are highest among people in managerial and 
professional occupations followed by full-time students, and lowest among the long-term unemployed 
with White British people more likely than average to be classed as physically active. South Asian 
people in managerial and professional occupations and intermediate and lower supervisory 
occupations, were less likely to be physically active than people from White British populations.  
The assumption that people who are from a higher socioeconomic background are more physically 
active than their lower socioeconomic status counterparts is generally considered a fact, while 
significant cultural differences in higher socioeconomic status groups may still exist (Milas et al, 
2019).  
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A review by O’Donoghue et al (2018) provides evidence which supports a positive relationship 
between physical activity, especially leisure time physical activity, higher socioeconomic status 
groups, payment of fees and equipment, high educational level and income. Naik et al (2016) found 
people with a low level of education, low household income and occupational status were more likely 
to remain inactive after a cancer diagnosis, as they believed physical activity would have no effect or 
could potentially worsen fatigue and their quality of life. Also, people of low socioeconomic status 
(poor area of living and low education level) less frequently reached 150 minutes of physical activity 
per week and a lower daily average of physical activity, compared to people from a higher 
socioeconomic status (Lindgren et al, 2016 and Ford et al, 1991).  
Farrell et al (2013) explored the data on over one million people in England to identify the 
associations between measures of physical activity, different aspects of socioeconomic position and a 
range of geographical factors. Education, household income, and local area deprivation were strongly 
associated factors with physical inactivity. More importantly local area facilities and geographical 
factors explained very little of the variation of physical activity. Furthermore, income which increased 
with age, and financial costs from physical activity was associated with a larger socioeconomic 
position difference. These findings suggest financial as well as social barriers may affect physical 
activity participation.   
More recently, several articles have emerged questioning if low socioeconomic groups are in fact 
more physically active than high socioeconomic groups (Beenackers et al, 2012). For instance, a 
review by Stalberg and Pedersen (2018) found a negative relationship existed between all physical 
activity domains and socioeconomic status, except leisure time physical activity. However, it was 
unclear which socioeconomic group, was more likely to be physically active. Cusatis and Garbarski 
(2019) also found socioeconomic differences of income, education, and occupation had an effect on 
physical activity levels, which changed depending on the activity domain. This suggests the 
relationship between physical activity and socioeconomic status may not be as clear-cut as assumed.  
 
1.7. The ‘Ethic of Care’  
Research suggests women are less likely than men to participate in physical activity (British Heart 
Foundation, 2017). Early empirical qualitative studies focused on objective barriers such as time, 
money or lack of facilities being the drawback. However recent research has shown additional 
barriers may affect physical activity participation in women (O’Brien, Lloyd and Ringuet-Riot, 2014). 
Research suggests parents risk becoming less active due to engaging in parenting practices (Lloyd, 
O’Brien and Riot, 2016). This could potentially lead to negative consequences later in life for 
children, as evidence suggests active parents may influence later child activity levels (Lewis and 
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Ridge, 2005 and Miller and Brown, 2005). Constraints such as the ‘ethic of care’ which was 
originally proposed as an integral component of women’s development (Gilligan, 1982), has been 
linked to a woman’s lack of entitlement to participate in physical activity, since having children, 
having to meet their needs, and engaging in family responsibilities and the activities of daily life 
(Butson et al, 2014 and Koca et al, 2009).  
Earlier studies by Lewis and Ridge (2005) and Miller and Brown (2005) aimed to understand the 
tensions and dilemmas women experienced surrounding physical activity within the context of their 
everyday lives as mothers of young children. The ‘ethic of care’ was frequently mentioned as a barrier 
to physical activity among inactive women without partner support, and who were from a low 
socioeconomic status. Women believed participation in physical activity was ‘selfish’, affected the 
well-being of the family unit and becoming a mother, which became an additional ‘chore’. Restrictive 
stereotypes of the ‘good mother’ made it difficult for women to prioritize their physical activity needs 
over childrearing and domestic responsibilities often underpinned by the ‘ethic of care’ (Miller and 
Brown, 2005).  
Setting an example as a ‘healthy mother’ provided acceptability for women to participate in physical 
activity. However, many women experienced a ‘burden of care’ which resulted in self-blame and 
negativity (O’Brien, Lloyd and Ringuet-Riot, 2014). Mothers struggled to action outcomes that would 
satisfy and meet the recommendations of health policy initiatives. For many women, the ‘ethic of 
care’ became a ‘burden of care’ as women found it challenging to take care of their children and 
achieve the recommended lifestyle changes.  
In contrast, Lloyd, O’Brien and Riot (2016) investigated how mothers with young children resisted 
notions such as the ‘ethic of care’ to create a space to practice self-care through participation in 
leisure time physical activity. Women were found to separate themselves from the ‘constant demands’ 
of others (children, family and friends) by asserting their own needs. This suggests there may be 
possible scope for change, as women are overcoming the challenges previously faced by the ethic of 
care.  
Women provide for the needs of others first and are often connected with the women’s role as the 
primary caregiver within the family, and as described by Shaw (2008), helps to explain how family 
commitment and family structure may constrain women’s lives. The role of a women as a primary 
caregiver within the family is prominent in south Asian culture and is a major barrier to physical 
activity engagement (Babakus and Thompson, 2012 and Patel et al, 2017). For instance, pressures to 
conform to the social norms and values in south Asian culture, and expectations for women to remain 
at home and provide for the family are common barriers to physical activity (Babakus and Thompson, 
2012 and Patel et al, 2017).  
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A lack of entitlement to physical activity seems to be unique to women from different ethnicities 
including south Asian women. These women prioritize demands including family and work 
responsibilities over physical activity (Butson et al, 2014 and O’Brien, Lloyd and Ringuet-Riot, 
2014). However according to contemporary research, there may be approaches to overcome and 
challenge the ethic of care by extending our understanding of additional methods of becoming a good 
mother and promoting a healthier life (Lloyd, O’Brien and Riot, 2016). 
 
2. RATIONALE AND AIMS  
2.1. The significance of socioeconomic factors 
It is important to recognize when drawing observations, the contextual as well as cultural factors such 
as education, occupation, social networks, income and living and working conditions that a person 
may experience, as this can have a profound impact on a person’s physical activity levels.  
For instance, the WHO (2018) suggests many factors can affect a person’s health status, such as 
personal circumstances and the environment a person may reside in. The WHO (2018) suggests the 
determinants of health include: a) the social and economic environment, b) the physical environment 
and c) the persons individual characteristics and behaviours. A model developed by Dahlgren and 
Whitehead (1991) identifies the main determinants of health which include: a) age, b) sex and 
constitutional factors, c) individual lifestyle factors, d) social and community networks, e) living and 
working conditions (education, work environment, unemployment, water and sanitization, health care 
services, housing and agriculture and food production), and f) the general socio-economic, cultural 
and environmental conditions. The study will address this limitation by clearly identifying the 
socioeconomic status of each participant.  
 
2.2. The impact of generational differences  
Qualitative research has predominantly focused on people from a first-generation and has overlooked 
second-generation populations. The term ‘first generation’ can be defined as a person who has 
migrated to the UK from their native country from where they were born. ‘Second generation’ can be 
defined as a person born in the UK and who has a first-generation parent or parent’s living in the UK. 
The key limitation observed in past research is the failure to differentiate and outline the generation 
group a person belongs too.  
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In the UK different generational groups exist (first, second, third etc). This study will be focusing on 
people from a second-generation, as there is a lack of sufficient research for this generational group, 
which Bhatnager, Shaw and Foster (2015) have also clearly stated within their review.  
Establishing if a person is from a first or second generation is vital as the contextual factors both 
generational groups experience may differ considerably, which could potentially impact the variety of 
barriers and motivators to physical activity this population experience.  
 
2.3. The generalization of south Asian people  
The term ‘South Asian’ is used to group together people who are of an Indian, Pakistani, Bangladeshi 
or Sri Lankan origin. This grouping is one of convenience, as past research does not consider the 
differences which may exist between these diverse origins.  
Most research fails to identify and stipulate the ethnic group a person belongs too (Fischbacher, Hunt 
and Alexander, 2004; Farooqi et al, 2000; Sriskantharajah and Kai, 2006; Horne et al, 2013; and 
Horne et al, 2009) and studies that have, generalized their findings across all south Asian populations. 
Particular caution needs to be applied, as this could create unreliable findings. The differences of the 
barriers that may be experienced between these diverse origins remains unknown due to this 
limitation. This study will address this limitation by focusing on south Asian Pakistani and Indian 
women only. The purpose for focusing on Indian and Pakistani women, is according to the England 
and Wales 2011 Census, Indian and Pakistani groups are the two largest ethnic groups in England. It 
is likely the barriers and motivators to physical activity may differ between Indian and Pakistani 
people, as it has been clearly identified socioeconomic differences exist between both ethnic groups 
(England and Wales 2011 Census). 
Research predominantly focuses on older adults (50+) and less so on young adults (25-45) (Babakus 
and Thompson, 2012; Horne et al, 2013; Horne et al, 2013; Ige-Elegbede et al, 2019). Past research 
tends to generalize the findings obtained across south Asian populations. This is inappropriate, as the 
barriers and motivators older and younger women may experience may be differ. This study will 
focus on women aged 25-45. It is important to gain an understanding of the attitudes, motivators and 
barriers to physical activity in young populations as according to Diabetes UK (2020) and the British 
Heart Foundation (2018) the risk of developing diabetes increases from 25 years of age in south Asian 
people. Additionally, as people aged 25 are relatively young, they may be able to decrease their risk 
of developing chronic illnesses such as diabetes, if we are able to clearly identify and understand the 
barriers and motivators they experience.  
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According to the Active Lives Adult Survey by Sport England (2019) south Asian women in 
comparison to south Asian men are more likely to be inactive. Studies also suggest south Asian 
people; especially women perform less physical activity than south Asian men and white British 
populations (Williams, Stamatakis, and Chandola, 2011). The British Heart Foundation (2015) 
reported in 2012, more men than women achieved the physical activity recommendations in England. 
More specifically, approximately 11.8 million women across the UK were inactive compared to 8.3 
million men and overall, women were 36% more likely to be classified as physically inactive then 
men (British Heart Foundation, 2017). Taking these findings into consideration, this study will be 
focussing on women only. It is vital we are able to fully understand and identify the barriers 
preventing south Asian women participating in physical activity.  
The review of the literature indicates there is a gap in the current knowledge of the barriers and 
motivators to physical activity held by second generation south Asian women. It is important to 
improve and build upon our understanding of what second generation women experience when 
participating in physical activities. This will inform our understanding of how intervention 
programmes should be designed and presented to these women.  
 
3. RESEARCH AIMS AND OBJECTIVES  
The aim of the present study is to investigate the physical activity behaviours of second-generation 
Indian and Pakistani women. The study will focus on the barriers, motivators and attitudes to physical 
activity participation of women born in the UK. Qualitative literature to date has failed to adequately 
investigate second-generation south Asian women as a distinct group. This study will consider the 
socioeconomic background of women and will focus on young south Asian women (25-45). It will 
also be considered if these women have developed comparable parental first generational beliefs of 
cultural and traditional expectations, such as the type of clothing worn when participating in physical 
activities, having to attend female-only specific environments, and attending to family chores and 
responsibilities above all else.  
The present study will assist in increasing the understanding of the barriers and motivators second 
generation women may experience to physical activity, which will further enable the development of 
effective interventions within this particular area. Furthermore, this study will assist in promoting 
positive health behaviours, with the initial aim being to decrease the risk of developing chronic 




3.1. Research aims  
 
1. To investigate the barriers to physical activity participation in south Asian Pakistani and 
Indian women.  
2. To investigate the motivators to physical activity participation in south Asian Pakistani and 
Indian women.  
3. To investigate if cultural and traditional norms and expectations to physical activity 
participation are existent in second-generation women. 
 
 
4. METHODOLOGY  
 
4.1.  Design 
A qualitative research design was implemented. Interviews were considered the most appropriate 
methodology as they provide a detailed insight into the experiences of people rather than the views 
people form in groups. Interviews would provide an opportunity for each participant’s voice to be 
heard (Demspter, 2011), and would allow the interviewer to ensure all of the issues expressed, are 
explored by asking the participant to elaborate on specific points. The epistemological approach of 
this study was an interpretivist/constructivist approach, that is, to gain an in-depth insight into the 
lives of people to understand why people behave the way they do (Crotty, 1998). Epistemology can be 
defined as “how we know what we know” (Crotty, 1998) or “the nature of the relationship between 
the knower or would-be knower and what can be known” (Guba and Lincoln, 1998). In addition, an 
ontological relativist/subjectivist stance of “there is no objective truth to be known” was also 
implemented. The study was underpinned by a phenomenology approach, as the essence of human 
experience of phenomena is only understood when the researcher separates their own experiences 
(Crotty, 1998). Reflexivity was carried out. The researcher will consider how their own assumptions 
and personal views may impact on the research process (Holloway, 1997 and Charmaz, 2006). 
According to Levy (2003) “this will not suspend subjectivity but will use the researcher’s personal 
interpretive framework as the basis for developing new understandings”.  
 
4.2.  Participants  
The participants in this study were a convenience sample of ten women recruited from a weight 
management service in Solihull, West Midlands. Participants were recruited in line with the General 
Data Protection Regulations act (GDPR).  
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4.2.1.  Inclusion and exclusion criterion  
The inclusion criteria for taking part in the study was as follows: Second-generation, Pakistani and/or 
Indian women, aged 25-45, who identified as ‘inactive’ (less than 30 minutes of moderate physical 
activity per week or less than 15 minutes of vigorous physical activity per week or the equivalent 
combination of moderate and vigorous activity) or ‘low activity’ (30-59 minutes of moderate physical 
activity per week or 15-29 minutes of vigorous physical activity per week or the equivalent 
combination of moderate and vigorous activity) following the completion of the 7-Day Physical 
Activity Recall Scale. Participants had to be born in England, UK, and able to speak and understand 
the English language.  
Participants who presented with a chronic disease, physical disability, or who had suffered with a 
heart condition/disease within the last 12 months were unable to take part in the study. The rationale 
for this criterion was as participants with a chronic condition may raise barriers surrounding their 
health condition, which was not the focus of this study.  
4.2.2. Demographic and eligibility questionnaires  
Three questionnaires were completed by participants. Two questionnaires were designed by the 
researcher; a demographic questionnaire and eligibility questionnaire. The psychometric tool the 7-
Day Physical Activity Recall Scale, was implemented as a screening tool to assess the eligibility of 
each participant.  
 
Demographic questionnaire  
A questionnaire was designed to gather the socioeconomic characteristics of each participant who 
participated in the study. (See appendix A).  
 
Eligibility questionnaire   
A questionnaire was designed as a screening tool which assessed the eligibility of each participant. 
The questionnaire assessed the participant’s place of birth, parents place of birth, ethnicity, age and 
current health status. (See appendix B).  
 
The 7-Day Physical Activity Recall Scale  
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The 7-Day Physical Activity Recall Scale was implemented as a screening tool to assess the eligibility 
of the participants. Following the completed scale, participants who identified as ‘inactive’ or ‘low 
activity’, were invited to take part in the study. (See appendix C). The scale included physical 
activities, such as walking, swimming, housework etc. The participant was to complete the scale in 
the morning, afternoon and evening over seven consecutive days, and was to log the duration they had 
spent on the physical activities they had participated in. The total number of minutes of activity per 
day was calculated at the end of each day.  
 
4.2.3.  Participant characteristics  
The table below outlines the participant characteristics/socioeconomic factors of the ten women who 













1 (35) Pakistani Muslim High/secondary Unemployed  Married  5 
2 (42) 
 
Indian Sikh Masters Educational  Married  2 
3 (37) Indian Hindu High/secondary Self-employed Married 1 
4 (47) 
 
Indian Hindu High/secondary Administrative  Married 2 
5 (45) Indian Sikh High/secondary Self-employed  Married 1 
6 (29) Indian No 
religion 
Bachelor Professional/health  Married 2 
7 (34) Pakistani Muslim Masters Professional/health  Married 2 
8 (43) Pakistani  Muslim Bachelor Professional  Married 3 
9 (38) Indian Sikh Bachelor Management  Divorced  1 
10 (45) Pakistani  Muslim Masters Professional  Married  2 
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Table 1 illustrates the socioeconomic and demographic characteristics of each participant.  
 
4.3. Procedure  
Ethical approval was applied for and gained from the Research Governance Board at the University of 
the West of England (See appendix D).   
Participants (clients) existing on the researcher’s workplace database who had met the inclusion 
criterion of ethnicity, age and gender to take part in the study, were filtered and extracted from the 
database. Participants data (contact number) was extracted from the database (accordingly managed in 
line with GDPR, see appendix E). Participants were contacted via telephone call and were asked if 
they would like to take part in the study. Approximately 60 women had met the criterion. Each client 
(participant) was randomly contacted via telephone call. Over the phone, the researcher explained 
they were calling from Gateway Family Services CIC and explained what their position/role was at 
Gateway Family Services CIC (Senior Behaviour Change Advisor). The researcher explained they 
were conducting a study into the health of south Asian women and their physical activity behaviours. 
The participant was asked if they would like to take part in the study, or if they would like to find out 
more information. The women who wanted to take part or learn more about the study were sent (via 
email or post, whichever the participant preferred) the Participant Information Sheet (See appendix 
F). The participants were given two days to read the document. The participants were told the 
researcher would be in touch (via telephone call) within two days to find out if they would like to take 
part in the study.  
After thoroughly reading the Participant Information Sheet, if the participant chose to participate in 
the study, the Eligibility questionnaire (See appendix B) was complete via telephone call. If eligible, 
the participant was then directed to/sent the 7- Day Physical Activity Recall Scale to complete (See 
appendix C). The purpose of the completion of the two questionnaires was explained to the 
participants. The eligibility questionnaire took approximately two minutes to complete. The 7- Day 
Physical Activity Recall Scale, as explained to each participant, was completed over 7 consecutive 
days. When the 7 days had passed, the researcher contacted the participant via telephone call and 
assessed the 7- Day Physical Activity Recall Scale to determine whether or not the participant was 
eligible to take part in the study (if they identified as ‘inactive’ or ‘low activity’). Each participant was 
made aware of their outcome. If the participant was eligible, an appointment was scheduled to carry 
out the face to face interview. The first ten women who were contacted were eligible to take part in 
the study. Nine interviews were completed at the participants home, and one interview was completed 
at the researchers place of work in a small confidential consultancy room. Before the interview began, 
the participant was directed to re-read the Participant Information Sheet, provide informed consent 
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and complete the demographic questionnaire (See appendix F, G and A). The researcher ensured the 
participant completely understood what was required of them before providing consent and before the 
interview had begun. The researcher answered any questions the participant had. The interview lasted 
approximately 30-60 minutes.  
The participants were made aware that although the researcher was employed as a clinician for 
Gateway Family Services CIC, this research project was being undertaken as part of a Doctoral 
Programme, and that the researcher was not a clinician on this project.  
 
4.4. The Interview  
Interviews as opposed to questionnaires and focus groups were implemented as they gather participant’s 
views as portrayed by their own individual stories (Fossey et al, 2002).  A semi-structured approach to 
the interview was implemented. This would allow for effective rapport building and to understand and 
interpret rich meanings of the attitudes, motivators and barriers to physical activity in meaningful 
words, and address the viewpoints that may slightly divert from the interview questions (Braun and 
Clarke, 2013; DeJonckheere and Vaughn, 2019). A semi-structured approach would also provide a 
space for participants to freely express their views and experiences that are not captured by the interview 
questions. The interviews were audio recorded using a Dictaphone and transcribed verbatim. 
4.4.1. Interview schedule  
An interview schedule (See appendix H) was developed. The interviews were organized into a 
framework to provide interpretation and a unique insight into the attitudes, motivators and barriers to 
physical activity participation. The interview schedule included open-ended questions which 
encouraged rapport building between the interviewer and participant. This allowed the participant to 
express their perspectives in their own words and in as much detail as they wished. This provided the 
interviewer the opportunity to ask probing questions to gain a broader understanding and insight into 
the research area (Braun and Clarke 2006). Based on the existing literature within the area of south 
Asian people and physical activity, the following topics were chosen for the interview: general 
questions of physical activity and what this means to them, a person’s understanding of physical 
activity and their motivations to participate in physical activity, attitudes and beliefs of physical 
activity, barriers to physical activity and cultural and traditional factors surrounding physical activity. 
The interview schedule was used minimally to steer the participant to discuss topics relevant to the 
research aims of the study. After ethical approval was granted by the University of the West of 
England Research Ethics Committee, the interview schedule was piloted on a south Asian Pakistani 
woman who was 40 years old, divorced, from a second generation, and who had two children, and a 
high/secondary school educational level, to trial and develop the interview schedule further. The pilot 
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study took place at the participants home and lasted approximately 30 minutes. A Dictaphone was 
used to record the full interview. The participant was able to clearly understand what the researcher 
was asking of them and was able to answer the questions thoroughly. In the interview the participant 
was found to be answering questions that were going to be asked further into the interview, which was 
challenging. After considering this, it was decided the questions that were being asked earlier in the 
interview were to still be asked as information/details may have been left out.  
4.4.2.  Interview process 
At the beginning of the interview the researcher/interviewer introduced themself and explained the 
study/research that was being carried out. The interviewer made sure to build rapport with the 
participant and to answer any questions they may have had. The participant was also given the 
opportunity to re-read the Participant Information Sheet if they wished. This was to alleviate any 
feelings of anxiety or reservations about taking part. The participant provided informed consent and 
completed a demographic questionnaire before the interview began (See procedure’s section). Nine 
interviews were completed at the participants home, and one interview was completed at the 
researcher’s place of work in a small confidential consultancy room. A Dictaphone was placed on a 
table in between the researcher and the participant.  
The interviewer began the interview with general questions regarding physical activity that were easy 
for the participant to recollect and disclose, such as their understanding of physical activity and what 
it meant to them. For instance, the participant was asked what being healthy meant to them, how they 
would define physical activity and their understanding of the physical activity recommendations, 
before more personal matters such as why they may/may not participate in physical activity. The 
interview questions were open-ended. Scaling questions (such as, on a scale of 1-10 how motivated 
are to participate in physical activity?’) were also implemented. To gain a more detailed 
understanding of the comments provided by the participants, they were asked to elaborate in certain 
points, by providing examples or further explanations (such as, ‘what made you chose 6 and not 7 or 8 
out of 10?’, ‘how did that make you feel?’, ‘can you tell me more’).  
If the participant was unable to answer or understand a question, the interviewer rephrased it or 
provided examples of what they meant. Fillers such as ‘oh’ or ‘yes’ were used by the interviewer to 
show the participant the interviewer was interested in this and to encourage them to continue.  
During the interview, often the participant would mention something in the interview schedule before 
the interviewer had the opportunity to ask this in the interview. In this situation, more than often the 
researcher felt that there was more that could have been disclosed on the topic as it was not covered in 
enough detail when previously brought up by the participant.  
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When all of the areas and topics of the interview schedule had been covered, the interviewer made the 
participant aware the interview had come to an end and asked if they would like to add anything. If 
the participant believed they had covered all of the topic areas sufficiently, the interviewer ended the 
Dictaphone recording.  
Participants were thanked for taking part in the study and provided with a debrief form (See appendix 
I). At the end of the interview the participant was asked if they would like a copy of the results once 
the study was completed. If so, they provided the interviewer with their personal email address.  
 
4.5. Analytical method  
The data was analysed using Thematic Analysis (TA) applying an inductive semantic approach as 
outlined by Braun and Clarke (2006). An inductive approach is a data-driven approach where the 
themes are strongly linked to the data. This is a process of coding data without trying to fit the data 
into a pre-existing coding frame, or the researcher’s analytic preconceptions (Thomas, 2006). An 
inductive approach involves specific research questions which can evolve from the data and is carried 
out by the researcher reading and re-reading the data for themes related to the topic in question 
(Thomas, 2006). The themes will be identified within surface meanings of the data, of a semantic 
level. The researcher will not engage in exploration beyond what the participant has expressed or the 
data itself and will theorize the patterns and their broader meanings/implications.   
Thematic analysis was the most appropriate method to implement in the study and to organise the data 
accordingly. Grounded theory and interpretative phenomenological analysis (IPA) were considered, 
but were unsuitable methods due to the following reasons:  
Grounded theory is an appropriate analysis when the research aim is to develop and generate a theory 
grounded within the data (Strass and Corbin, 1990). Grounded theory should be implemented when 
the research questions are towards action and process such as, ‘how do people do x?’ rather than 
states and conditions such as, ‘what do people want?’ or ‘why do people do x?’ (Strass and Corbin 
1990). Interpretative phenomenological analysis (IPA) is an inappropriate analysis when the aim is to 
interpret an individual’s lived experience and to understand novel phenomena, which is challenging to 
rationalise (Smith, 1996).  
Thematic analysis is a method of organising reoccurring or interesting points within the data to form a 
theme (Willig, 2008). Data was analysed using thematic analysis, as the field of qualitative research is 
interested in the meaning and complexity of a subject area (Braun and Clarke, 2006) and because this 
study explored phenomena that cannot be sufficiently explained numerically (Hanock, Ockleford and 
Winridge, 2009). Thematic analysis was best suited to this methodology due to its flexibility. 
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Thematic analysis can provide a potentially rich, detailed and complex account of the data, allow for 
unanticipated insights within the data, and enable the researcher to highlight any similarities or 
differences between the data sets (Braun and Clarke, 2006). NVivo was used to thematically analyse 
the data, and an inductive and essentialist/realist approach was adopted. Nvivo is a software program 
for qualitative research and can be used for the analysis of unstructured text including interviews. 
Nvivo allowed the researcher to analyse and organise the data accordingly in once central project file, 
by providing tools for classifying, sorting and arranging the data in ways that enabled the 
identification of themes and patterns (Richards, 1999). Furthermore, it allowed the researcher to 
assign attributes to the data (e.g. demographics) for comparable purposes, which enabled effective 
working (Richards, 1999).  
Previous literature which also conducted research into the barriers and motivators to physical activity, 
also implemented thematic analysis as their analytic strategy (Brunet et al, 2013; Wahlich et al, 2017; 
Gupta, Aroni and Teede, 2017; Horne et al, 2009; and Jepson et al, 2012).  
The six steps of thematic analysis were conducted in stages, as recommended by Braun and Clarke 
(2006) to ensure a systematic and thorough analysis of the data.  To ensure familiarisation with the 
data, the researcher only, transcribed the interviews. The data was repeatedly read to familiarise with 
each transcript before beginning the process of coding, to ensure the researcher had immersed them 
self in the data. A thematic map was implemented to review and refine themes to achieve an 
organized description. As suggested by Braun and Clarke, (2006) on-going ideas and coding were 
noted at every stage of the analysis. To ensure each transcript was given equal attention, each 
transcript was analysed sentence by sentence, with interesting features being coded, with related 
codes being organised into potential themes. The themes were revisited to ensure they worked in 
relation to the coded extracts and were refined accordingly.  
The data was reviewed at a semantic level for recurring themes that were related to the research 
questions, and represented a level of patterned response or meaning (Braun and Clarke, 2006). The 
themes and subthemes are illustrated in figures 1 and 2.  
 
4.6.  Ethical considerations  
 
The information provided by each participant remained completely anonymous. There was no way for 
the researcher to identify a participant, unless the participant provided their email address at the end 
of the interview to be sent a copy of the study/results once completed.  
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The participants data was managed accordingly in line with GDPR at the researchers place of work 
and throughout the entire study. (See appendix E and G).  
If a participant wished to withdraw from the study, they were able to do so at any time. If they wished 
to withdraw after they had completed their interview, they were instructed to contact the researcher 
via email with the date and approximate time they attended their interview, and their information/data 
would be removed and deleted immediately. Participants were informed they did not have to provide 
a reason to withdraw from the study.  
All data was stored on a password protected laptop which only the researcher had access too. Paper 
files/copies were stored in a locked cabinet which only the researcher had access too.  
 
5. RESULTS  
 
Thematic analysis produced six themes: Psychological barriers, Psychological motivators, Personal 
barriers, Personal motivators, External barriers, and External motivators. Figures 1 and 2 illustrate a 
thematic map of the barriers and motivators to physical activity participation.  
An interpretation of the themes and subthemes are outlined and supported by illustrative quotes and 
past research. Following this, a discussion of the barriers and motivators identified within each theme 
will be outlined.  
5.1. Theme 1: Psychological barriers   
This theme captures the psychological factors which affected the participation of physical activity. 
The women often reported negative beliefs and feelings towards physical activity. Four subthemes 
were developed.  
5.1.1. Negative past experiences  
Seven women reported past experiences which affected participation in physical activity.  
One woman expressed the gym and physical activity was a chore with no results:  
‘I went for two or three years like this for a couple of times a week. To me I seen no impact of it. Maybe I 
would if I carried on, but I didn’t see no benefit, so I stopped going. I don’t mind a chore as long as I can see a 
result’. Pakistani Muslim, aged 48. 
 
One woman reported poor stamina affected her physical activity levels:  
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‘Even when I was younger and fitter, I never had the stamina for it, I really struggled with things like that, just 
didn’t enjoy it’.  Indian, Hindu, aged 45. 
Four women reported physical activities were absent during their childhood years. For example:  
‘I wasn’t allowed to go anywhere, so I weren’t allowed to go out with friends or any social or anything, so it 
was going to work come home so, I didn’t go to any exercise or anything so…’ Indian, Hindu, aged 45. 
 
‘I think when I lived with mum and dad yes there was erm culturally erm… there was always, always that little 
bit of something that girls don’t do this almost. Not… to a stage where it was debilitating, but it was always 
there. You know, girls don’t do some of this sort of stuff’. Indian, Hindu, aged 45. 
 
The cultural factors this woman experienced growing up, together with the effects of being brought up 
by first-generation parents, may have shaped this woman’s behaviours and physical activity 
participation. For example, the views and beliefs first generation women may hold for physical 
activity may have been passed down and shaped their children’s physical activity behaviours. Past 
research suggests parents can influence physical activity. For instance, children who received greater 
parental support for physical activity were more likely to be active than inactive (Zecevic et al, 2010; 
Rodrigues et al, 2018; Sukys et al, 2014; Solomon-Moore et al, 2018; Solomon-Moore et al, 2016; 
Liu et al, 2017; and Griffith et al, 2007).  
In addition, Lawton et al (2006) found among Indian and Pakistani male and females, family came 
first, and taking time out to exercise was interpreted as a selfish and culturally inappropriate act. 
Luwig, Cox and Ellahi (2011) and Pen et al (2014) found in south Asian Pakistani women, family 
responsibilities and expectations, such as family/caring duties was a barrier, as this left women with 
no time to participate in activity.  
The following women reported more specifically of there being a lack of parental physical activity 
participation during their childhood years:  
‘So I think it wasn’t a part of the routine, you know, like I know on reflection, I know how I am with my 
daughter and things that I encourage because I think hmmm, mum and dad I wish they did that when I was 
younger’ Indian, Sikh, aged 45. 
‘I’ve never had that sort of dynamic with my parents ever, ever. I mean I can’t remember…. Me playing football 
or I don’t know throwing a ball to my mum ever, ever in my whole childhood’. Indian, No religion, aged 29. 
‘Erm but yes but there was never, growing up there was never conversation really about me, cause my brothers 
are slim and tall and lovely, I’m just lovely but round (laughs) so, for me there was never that ‘come on we need 
to help you’. Indian, Hindu, aged 45. 
In a recent study, Brunet et al (2019) examined the longitudinal associations between parents and their 
child’s physical activity. Children with one or both parents who participated in interdependent 
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activities were likely to maintain participation in interdependent activities over a 4-year period. 
Rodrigues et al (2018) and Sukys et al (2014) investigated the link between parent’s exercise habits 
and their children’s physical activity behaviours. Physically active parents significantly influenced 
participation in sports activities for both boys and girls (Rodrigues et al, 2018), and girls’ participation 
in sport could be predicted by both their parents exercise habits during adolescence (Sukys et al, 
2014). Lisinskiene and Juskeliene (2019) investigated adolescent physical activity participation, 
attachment to their parents and peers, and their socioeconomic status. Communication to a father, a 
person who was of male gender, of a younger age, and who was from a high socioeconomic status 
were important factors, which influenced physical activity in adolescence.  Furthermore, Lindqvist et 
al (2015) identified parents felt they were important in supporting their child’s physical activity 
behaviours and noted that their empowerment-inspired physical activity intervention had a positive 
effect, on not only their adolescents physical activity behaviours, but also their own physical activity.  
This research suggests the importance parental physical activity participation has during a child’s 
upbringing and how influential this can be later in their life.  
Two women reported an incident which had occurred in their past, which affected their physical 
activity levels:  
‘Erm, one of my biggest barriers is I want to get back on my bike. Cause I had… when I was in Cornwall a few 
years ago I fell hurt myself really badly on my bike, and I’ve been a bit weary to get back on it’. Indian, Hindu, 
aged 45.  
‘I always used to get a few injuries like if I tried running like my ankles, my ankles are quite weak, and so I kind 
of always injured myself and that kind of put me off’. Indian, Hindu, aged 37.  
 
5.1.2.  Lack of knowledge  
Five women were unable to understand what the distinction was between physical activity and 
exercise; the recommended physical activity guidelines outlined by the NHS; the distinction between 
moderate and vigorous activity; and the benefits of physical activity.  
In regard to the benefits of physical activity, Horne et al (2009) found south Asian females aged 60-70 
were unaware of the benefits physical activity offered. Horne et al (2013) also found men and women 
were unaware physical activity could reduce their risk of developing chronic diseases later in life. The 
present findings suggest this still remains a barrier to physical activity in south Asian women.   
One woman was unable to identify what the difference between physical activity and exercise was:  
Interviewer: ‘So, what’s your understanding of the difference between exercise and physical activity?’  
Participants response: ‘Increasing your heart rate’.  
Interviewer: ‘Which ones that?’  
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Participants: ‘Exercise’.  
(Pakistani, Muslim, aged 45).  
 
A number of women were uncertain of what moderate and vigorous activity were, the distinction 
between these two types of activities, and what the NHS recommended physical activity guidelines 
were: 
‘Erm I suppose in my head I’m thinking moderate would be, so let’s take walking for example, walking would 
be erm, just a stroll whereas vigorous would be kind of brisk walking, maybe even turning it into bit of a light 
jog. Erm you know sort of again getting that heart rate up I suppose is vigorous’. Indian, Sikh, aged 45. 
 
Interviewer: ‘What’s your understanding of the physical activity NHS recommended guidelines?’, 
Participant: ‘I think it’s very good’. 
Interviewer: ‘So, what do you think the NHS recommends?’, 
Participant: ‘Being active and… I don’t know...’. 
Interviewer: ‘The specific guidelines do you know what they are?’, 
Participant: ‘No. I don’t’. 
Pakistani, Muslim, aged 43. 
 
‘Do you know what, I don’t know. I don’t actually know what the NHS erm targets are. They might have 
mentioned it to me when I came to the GP’s appointment but there’s nothing there in your face…’ Indian, Sikh, 
aged 38. 
‘I don’t think there is anything there, which the NHS like this you know. Obviously, the only thing I’d probably 
say is it the BMI thing, which I think they should say it should be under 25, but again unless you’re going to go 
and physically sit there and check, you’re not going to know are you. So, nobody checks for you’. Indian, Sikh, 
aged 38. 
 
Influential Social Cognitive Models such as The Theory of Planned Behaviour (Ajzen, 1985) and The 
Health Belief Model (Rosenstock, 1974) concur and provide evidence for these findings. For instance, 
a person’s behavioural intention, according to the Theory of Planned Behaviour, can be influenced by 
attitudes/beliefs a person may hold for a given behaviour. In this study the majority of women held an 
unfavourable attitude/evaluation of physical activity because of a lack of knowledge and 
understanding of physical activity, effecting their intentions to participate in physical activity. 
Furthermore, the Health Belief Model suggests if a person is unaware of the benefits of carrying out a 
behaviour, this may reduce the likelihood of the behaviour being performed (Rosenstock, 1974).  
 
5.1.3.  Low motivation  
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In line with past research, each of the women who took part in the study reported low motivation (5 or 
below) when asked the question: ‘On a scale of 1-10 how motivated are you to participate in physical 
activity?’ However, only three women reported in detail their reasons for not feeling motivated: 
‘Erm, I’m just thinking… I can, I know it’s possible and it can be done, but honestly mentally, I’m going to be 
very honest, I don’t… I’d much rather just sit at home, put the computer on and perhaps check emails, which I 
think is wrong as well’. Pakistani, Muslim, aged 43.  
 
‘But again, I’m speaking on behalf of myself cause some days I can feel very motivated within myself. But then 
most times I can feel there are lots of barriers that can stop me. Yeh’. Pakistani, Muslim, aged 43. 
 
One woman found the process of physical activity difficult and lengthy when trying to plan a schedule 
to participate in physical activity or attend the gym: 
Interviewer: ‘What’s hard about it?’ participant: ‘Putting your trainers on, as in physically making that come on, 
you know. Let’s go, let’s do this’. Indian, Sikh, aged 38.   
 
‘So, I’ve got to come back upstairs. So, it’s like you’ve got in and then you’ve got to get changed, you got to 
have a shower, and then you got to come back upstairs. That bit, it’s kind of a little bit of a demotivating you, 
because you think oh by the time I go and get changed, get my trainers on, have a shower, come back upstairs, 
and then you feel tired for the rest of the day because you’ve had a beast, you’ve had a workout. So, that for me 
I struggle, I struggle with that’. Indian, Sikh, aged 38.   
 
One woman felt they made up excuses to avoid physical activity:  
Interviewer: ‘Did the doctor ever mention you know exercising, being more active? The benefits of activity?’  
Participant: ‘I think they did. I think, again because I was so skinny, and then the thyroid problem kicked in, and 
then they realised that was the excuse, so to speak, sometimes it feels like it’s an excuse’. Pakistani, Muslim, 
aged 45.  
 
Two women reported they would put themselves at the ‘bottom’ in terms of importance:  
‘I think it’s more about me and letting go of other things. Kind of like putting that book of Sangeeta at the top of 
the pile, rather than the paperwork, the chores, the deadlines, the things that I need to commit and do, the 
invoices the stuff like that so… I can do it Kavita. I’ve just not got into the habit of… putting me first. 
Especially since I become a mum’. Indian, Sikh, aged 45.  
‘Okay about my health… I would put myself probably… at number 4 again. At the bottom’. Pakistani, Muslim, 
aged 43.  
One woman admit they never focussed or gave time to themselves and always puts other people 
before themselves: 
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‘I feel like time is just rushing past, and there’s not enough hours in each day for me to do what I need to do. I 
think it’s too selfish to put everything on hold for 2 hours and say I’m going to go and do this for me’.  
Pakistani, Muslim, aged 45.  
 
In accordance with the present findings, a lack of self-motivation was a common personal barrier to 
physical activity (Khanam and Costarelli, 2007). Research suggests Indian and Pakistani women were 
aware of how to become more physically active but were too ‘lazy’ and lacked motivation (Luwig, 
Cox and Ellahi, 2014; Eyler et al, 1998 and Netto, McCloughan and Bhatnagar, 2007). This finding 
contradicts the theme of a ‘lack of knowledge’. However according to Netto, McCloughan and 
Bhatnagar (2007) low motivation was because women did not want to participate in exercise alone. 
This suggests a lack of social support may affect motivation levels to physical activity.  
 
5.1.4.  Low self-esteem and confidence  
Three women reported having low self-esteem and confidence when participating in physical 
activity/exercise within a gym environment.   
One woman expressed they did not attend the gym as they felt self-conscious: 
‘I only have been a member of a gym for a few years now. I used to go every so often, or I used to use 
membership, but it’s always put me off going like being self-conscious. I’d prefer to do it in private then go to a 
public gym’. Indian, Hindu, aged 37.  
 
When this participant was asked why they felt that way, they responded:  
‘Just a lot of people that are like, fitter people I guess being there... if you wanted to like I didn’t enjoy doing 
weights and stuff ... but like when you go to the gym there’s just all these like big muscly men taking over the 
weights section, and you just don’t feel quite comfortable or confident using that when they’re there, quite 
intimidating maybe’. Indian, Hindu, aged 37. 
 
The decision of where to take part in physical activities may be due to appearance related factors. For 
example, it was found women high in social physique anxiety were more likely to avoid exercising in 
public areas (Belling, 1992).  
Research by Vartanian, Wharton and Green (2012) investigated if appearance motives for exercise 
and weight loss mediated the link between societal standards of attractiveness and body image 
concerns. Appearance-based motives for exercising and weight loss were positively associated with 
and mediated the relationship between societal standards of attractiveness and body image concerns. 
Efforts to promote exercise and weight management should emphasize health benefits rather than the 
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implications of appearance, as this may have a negative impact on physical activity behaviours, as 
identified in this study.  
Furthermore, Byron-Daniel (2012) examined the consequences appearance concerns may have on 
lifestyle and health behaviours. In this review negative associations were presented between body 
image, social physique anxiety and physical activity participation (Hausenblas and Fallon, 2002 and 
Sebire et al, 2009). Specifically, poor body dissatisfaction and fear of negative appearance-related 
evaluations from others deterred people from exercising, in comparison to individuals who were 
happy with their appearance and/or who were disinterested in the opinions of others.    
Another woman reported they felt self-conscious as their fitness levels were low: 
‘No, it was mixed but I think the most uncomfortable thing with me is that exercise at a gym, you can kind of 
tell everyone’s different fitness, where they are on their journey. So like I said if I’m standing, and there’s like 
20 treadmills together, everyone is, just seems to be running and I seem to be walking, and yet when I’m 
looking at the person next to me, it could be a man in his 50’s and I’m in my 20’s and I felt really out of place 
because I would feel like urgh, you know they’d have a quick look at my machine, oh she’s only doing that 
much, and I felt really insecure about it and didn’t feel like going back’. Indian, No religion, aged 29.  
‘I felt like it was already established with people looking there best. And so, I felt out of place because when 
I’m next to 10 people that are running on the treadmill, and I’m there walking at 2 miles an hour as my starting 
exercise, I felt out of place. And so, a gym didn’t work for me personally’. Indian, No religion, aged 29. 
 
According to the Self-determination theory motives to participate in exercise are either intrinsic or 
extrinsic (Deci and Ryan, 1985). Motives such as enhancing physical appearance to match up to 
societal standards, which one woman (Indian aged 29) outlined as above, are characteristics of a 
person who is extrinsically motivated. According to Culos-Reed et al (2002) externally motivated 
people tend not to participate in exercise in the long term, and people with high social physique 
anxiety are more likely to exercise for extrinsic purposes only (Niven et al, 2009). This suggests a 
combination of high extrinsic motives of appearance and adhering to societal standards, together with 
low intrinsic motivation of self-motivation, self-esteem and confidence, may negatively impact our 
physical activity behaviours.  
One woman reported they were unsure of how to use certain types of gym equipment and lacked the 
confidence when doing so:  
‘So, for me I’m like I just don’t want them to see me running and you know, on the rowing machine or more so 
importantly, if I’m doing if I’m not using the gym equipment correctly. Because sometimes you go in there, you 
think oh am I doing this properly or not. So, I’ve always had that. I had that here in the mixed gym as well. I felt 
really uncomfortable, in knowing what I’m doing or what if I’m doing it right or wrong’. Indian, Sikh, aged 38. 
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The two women above had low self-efficacy and competence in relation to physical activity. 
According to the COM-B model (Michie et al, 2013) to enact a behaviour a person is to acquire three 
components; capability, opportunity and motivation. These two women lacked the capability to 
engage in physical activity. For instance, one woman was unsure of how to use certain equipment in 
the gym (Indian, Sikh aged 38). The Theory of Planned Behaviour (Azjen et al, 1985) and the Health 
Belief Model (Rosenstock et al, 1974) also concur with the findings, as self-efficacy is essential for 
behaviour change to happen within both models/theories.  
Three women lacked the capability and confidence to participate in physical activity because of their 
appearance:  
‘I mean obviously I work in a military base, so the majority of people are men… hence the reason why I go just 
before hand. Because I get a little bit, oh my god, they’re all going to be looking at me. I just feel 
uncomfortable’. Indian, Sikh, aged 38 
‘I love swimming. If I had my own swimming pool id be doing laps. If I had to go to a public swimming pool, 
what am I going to wear, how am I going to look, are people looking at me. You know, I think they are barriers 
to...’ Indian, No religion, aged 29.  
‘I like my routine I like to know what I’m doing, but then there are the other things like not feeling 
comfortable... just being aware of what you look like now and thinking ‘do I have to show people my flabby 
bits’ cause you get hot when you’re working out, so you can’t keep your long sleeved top on because it’s not 
doing you any good’ Indian, Sikh, aged 42.  
 
Again, these findings concur with social cognitive models of the Theory of Planned Behaviour 
(Azjen, 1991), the Health Belief Model (Rosenstock et al, 1954) and the COM-B model (Michie et al, 
2013), of the components self-efficacy and capability. The findings also relate to appearance and 
physical activity literature within the subtheme of ‘low self-esteem/confidence’. (Vartanian, Wharton 
and Green, 2012; Byron-Daniel, 2012; Hausenblas and Fal Lon, 2002 and Sebire et al, 2009).  
 
5.2. Theme 2: Psychological motivators  
This theme captures the psychological factors that motivated women to participate in physical 
activity. Three subthemes were developed of the mental health benefits of physical activity, positive 
past experiences, and positive beliefs and thoughts.  
5.2.1. The mental health benefits of physical activity  
Eight women were aware of and had a good understanding of the mental benefits of physical activity. 
The women reported experiencing a good feeling and a positive day when participating in physical 
activity: 
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‘It helps your clear your mind as well while you’re walking, you know, your thought processes are better you 
can think things through logically, so, you’ve got a clear mind’ Indian, Hindu, 47. 
‘I think if I was being more active, I wouldn’t be getting as stressed about my job, because I find I’m getting 
quite stressed about it and it’s like a vicious circle isn’t it’ Indian, Sikh, aged 42. 
‘It just gives you a nice feeling about yourself and I tell you if you do 15 minutes a day how much affect it will 
make on your body, how much changes, how much healthier you’ll feel, how much lighter you’ll feel, how 
much more energetic you’ll feel if you do more you’re going to feel it’ Pakistani, Muslim, aged 35.  
‘For me, I come out feeling much happier, I feel much more relaxed in terms of, mental issues in terms of being 
relaxed and I just like the feeling you know, feeling yourself fitter, being able to do more’. Indian, Sikh, aged 
42.  
‘I do know that if I was to go straight to the gym from work, I would feel much more energized... so I do, I do 
know this, and I’ve experienced it first-hand, so I know’. Indian, Sikh, aged 42. 
‘But I don’t mind exercise, I enjoy exercising, and I enjoy the feeling you get afterwards’. Indian, Sikh, aged 42. 
‘I just think you feel like better in yourself you know. If you out for a walk, a brisk walk your hearts pumping 
you know, you feel erm… happier in yourself that you’ve actually pushed yourself’ Indian, Hindu, aged 47.  
‘I think for me personally, I know when I’ve been outdoors or when I’ve been for a walk, or I’ve done 
something like that I feel connected with nature the universe, and also connected with my body bit more, cause 
I’m kinder making it do things more’. Indian, Sikh, aged 45 
‘Now I feel more energetic, I feel as though I want to do more, I want to be out and about, I want to meet new 
people. So, it makes a different change completely to your life’. Indian, Sikh, aged 38.   
 
Studies have shown the benefits of physical activity in people with mental health illnesses, anxiety 
symptoms and disorders (McDowell et al, 2019), mood improvement (Chan et al, 2019), and the 
positive effects of exercise on mood states such as anxiety, stress, depression and improved quality of 
life (Mikkelsen et al, 2017; Cooney et al, 2013; Klaperski et al, 2019; Peluso Mam et al, 2005; Craft 
and Perna, 2004; and Mazyarkin et al, 2019). A systematic review revealed among adult’s, aerobic 
exercises were effective in the treatment of raised anxiety symptoms in comparison to adults waiting 
for treatment of anxiety (Aylett, Smith and Bower, 2018). Furthermore, high intensity exercise 
programmes showed greater positive effects than low intensity programmes in anxiety symptoms 
(Aylett et al, 2018). This suggests exercise/physical activity programmes are viable treatment options 
for a range of mental health illnesses. 
One woman reported an in-depth understanding of the physical and mental benefits of physical 
activity: 
‘I think being healthy is for both physical and mental health. I think their sort of co-linked and if you don’t get 
very much physical activity, I think that can affect your mental health as well. So, for me it’s both, but in 
general being healthy is, being fit, being the right weight, eating healthy, and being mentally well’. Pakistani, 
Muslim, aged 34. 
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One woman reported not being able to wear certain types of clothing negatively impacted her mental 
health, and so believed physical activity would help increase their mood:  
‘Benefits would be feeling emotionally and mentally happy within yourself in terms of acceptance. Because 
sometimes you know, when you go into a shop and you see some really nice clothes and you think, oh god I’m 
not going to get into them cause I’m not going to be able to fit into the size that I want to fit in sort of thing. So 
that then emotionally knocks you back with your confidence and self-esteem’. Pakistani, Muslim, aged 43.  
 
The quote reported by this woman contrasts with the findings within the subtheme ‘Low self-esteem 
and confidence’ relating to appearance concerns. This woman was aware of the benefits of physical 
activity and how it could improve their mental health and diminish negative feelings they were 
experiencing concerning their appearance, which contrasts to the women in the theme of ‘Low self-
esteem and confidence’ who did not participate in physical activity because of appearance concerns.  
Research by Pen et al (2014) found people were aware of the benefits physical activity had on their 
psychological health and wellbeing as they communicated, they would ‘not feel as depressed’. 
Sriskantharanjah and Kai (2006) also identified south Asian women (mainly Indian and Pakistani 
women) aged 26-70 who suffered with coronary heart disease and diabetes, only participated in 
physical activity to minimize stress levels.  
 
5.2.2.  Positive past experiences  
Five women reported their past experiences motivated them to participate in physical activity. For 
one-woman appearance concerns was the main motivator for them to participate in physical activity:  
‘I don’t ever want to go back to old me... I was never really big, but I was lazy’ Pakistani, Muslim, aged 35.   
 
Another woman was motivated because of health reasons: 
‘It’s about having a good quality of life, and I think having children is more importantly its being wanting to be 
around in their future and be a grandmother and I think for me particularly that’s quite personal because my 
father passed away when I was 11’. Indian, Sikh, aged 42.  
 
This woman also reported physical activity was encouraged during their childhood:  
‘So, we had a really nice upbringing of being active, although my mums never been active, she’s never been, 
but with us mum and dad used to encourage it all the time...’ Indian, Sikh, aged 42.  
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Although this woman’s parents were inactive when they were a child/growing up, their parents still 
encouraged physical activity. This finding contrasts with past research by Sukys et al (2014) who 
suggested active parental upbringings led to active adolescences and adults later in life.  
This subtheme contrasts with the subtheme of ‘Negative Past Experiences’, as women reported that 
having inactive parents during their childhood upbringing had a negative impact on their physical 
activity behaviours. It must be acknowledged that despite these women’s parents failing to participate 
in physical activity, these parents still encouraged physical activity growing up. Therefore, this may 
suggest encouragement and support may be more important and significant factors to consider, than 
whether parents themselves actively participate in physical activity or not.   
One woman reported their past experiences of physical activity were associated with feelings of 
enjoyment:   
‘Because I remember when I used to run on a treadmill, used to be able to do it, and then you get... I don’t 
know, you feel this really kind of like euphoria when you get to a certain point, really enjoy it and go for it’. 
Indian, Hindu, aged 37.  
 
5.2.3. Positive thoughts and beliefs 
Three woman reported positive thoughts and beliefs which influenced physical activity participation.  
Positive thoughts and beliefs towards negative comments from family members was common: 
‘It’s like I told you we go to Tudor grange me and my husband and the kids on a weekend and its mixed 
obviously but if my husband is with me it’s not a problem nobody can point the finger at me cause my 
husband’s there and he’s happy with it, but if I was to go on my own they be like ‘oh she’s probably hiding 
from her husband and going’. But if he’s with me nobody can say nothing. It doesn’t bother me. I do my own 
thing they do their own thing. I don’t care what anybody else thinks’. Pakistani, Muslim, aged 35.  
 
‘I’ve had people come and say to me from the Asian community ‘you’re married now’, ‘do you need to work’, 
‘do you need to exercise’, ‘do you need to look good’, and I said well that’s not a factor for me, being married 
wasn’t my end goal’. Indian, No religion, aged 29.  
‘I mean I wear what I want, and I don’t particularly care what other people think’. Pakistani, Muslim, aged 34.  
 
All of the women in the study reported they would participate in physical activity around males: 
‘Yes, yes, because there were lots of mixed classes that I used to attend, both male and female, of all ages, all 
genders, all ethnic backgrounds, didn’t bother me at all’. Pakistani, Muslim, aged 43.  
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The majority of women were found to resist cultural norms and expectations such as attending a 
female-specific gym. Patel et al (2017) found ‘educated’ Muslim women were more empowered to 
resist social pressures in comparison to women who were ‘uneducated’. Taking this into 
consideration, the majority of women who raised this finding/theme were educated to a bachelor’s 
and/or master’s level, and had a professional occupational status, which concurs with Patel et al’s 
finding. However, Pen et al (2014) found striving for cultural acceptance was particularly important 
for first generation Pakistani women. However, the women taking part in this study were of a second-
generation. This suggests and provides evidence second generation women may in fact be different to 
first generation people, as they are showing to resist cultural norms and expectations.   
Two women were disappointed with their current level of activity and aspired to change this:  
‘I don’t think by walking how I do is going to get me to a real good fitness state, I think I need to do more’ 
Indian, Hindu, aged 37.  
‘Yeh. Not even halfway. Because I think I should be doing more in order to look after my health’ Pakistani, 
Muslim, aged 43.  
Three women reported they would like to increase their physical activity:  
‘Sometimes I feel like I should be doing more, you know, just not sit around and stuff’ Pakistani, Muslim, aged 
35 
‘I have no burning desire to do any weights or things like that, but I want to definitely be walking more’. Indian, 
Sikh, aged 45.  
‘I think I can do it; I do want to do it’. Pakistani, Muslim, aged 43. 
 
These findings, to some extent, are consistent with past research. For example, Lawton et al (2006) 
found many inactive south Asian women believed they should be taking regular physical activity as 


















Figure 1. A thematic map of the psychological barriers and motivators to physical activity   
 
5.3.  Summary of psychological barriers and motivators  
To summarise, this section outlined the psychological barriers and motivators effecting physical 
activity participation. The subthemes identified largely concur with past research within the physical 
activity domain.  
Focussing on the subtheme of past experiences, two women expressed past experiences as a motivator 
and barrier to physical activity. This suggests although a person may experience negative and positive 
past experiences; negative experiences seem to override the positives.   
Three women who had reported negative past experiences, also reported low self-esteem and 
confidence as a barrier. This suggests negative past experiences may create feelings of low self-
esteem and confidence to physical activity. Adequate levels of social support may help increase self-
esteem and confidence in women to enable physical activity participation. This seems plausible as 
evidence suggests social support from family and friends improved and increased physical activity 
levels in south Asian, Pakistani and Indian women (Horne et al, 2009; Cross-Bardell et al, 2015 and 
Babakus and Thompson, 2012).  
Women who had adequate knowledge and experience of the mental benefits of physical activity, were 
found to not experience psychological barriers, except for past experiences. This may suggest these 
women experienced direct mental benefits from actively participating in physical activity. 
Furthermore, of the women who reported the mental benefits of physical activity, specifically positive 
feelings and mood, three of these women had also reported they had low motivation. This suggests 
although a person may be feeling positive, low motivation to physical activity may negatively affect 
one’s feelings and mood to physical activity.  
Two women reported low motivation and a lack of knowledge of physical activity. It is possible these 
barriers may have negatively influenced each other, for instance, a lack of knowledge of how to use 
certain gym equipment may have caused low motivation (and the opposite). Furthermore, these two 
women were found to report the most barriers within this theme; with one woman reporting each 
barrier and not one motivator. This finding suggests, in line with the COM-B model (Michie et al, 
2013), motivation and competency are vital components if behavioural changes are to happen. 
According to Deci and Ryan’s Self-Determination Theory (1985) intrinsic and extrinsic motivational 
factors are external and internal drives motivating people to behave and act in a certain way. Intrinsic 
and extrinsic according to Self-Determination Theory drives people to meet three basic needs 
identified by the COM-B model, one of which is competence; that is having the knowledge and skills 
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to build and develop competence to carry out tasks and behaviours. The women in this study clearly 
lacked motivation, which according to Self-Determination Theory can cause feelings of incompetence 
to participate and master behaviours that are important to a person, such as physical activity.  
Also, as these women were older (40-44), they may have experienced more life experiences such as 
cultural factors of inappropriate clothing and physical activity environments which older south Asian 
women were found to raise (Horne and Tierney, 2012).  
One woman reported the majority of the psychological motivators and barriers, except past 
experiences. This suggests although motivators are clearly present, the barriers these women 
experience clearly dominate physical activity participation. In addition, a key finding is the holding of 
both barriers and motivators in the same woman.  
 
5.4. Theme 3: Personal barriers  
This theme captures the personal factors which prevented the participation of physical activity. Five 
subthemes were developed of a Lack of enjoyment, Lack of time, Family responsibilities, Bodily 
sensations and Cultural expectations.  
 
5.4.1. Lack of enjoyment  
Seven women reported they generally did not enjoy physical activity mainly when attending the gym: 
‘So, it’s just such a shame, because I can’t stand gyms, I can’t even watch them on television’. Pakistani, 
Muslim, aged 45.  
‘Exercise is you know pushing myself a bit further, and it’s not as enjoyable’. Pakistani, Muslim, aged 34.  
‘Yeh I think it’s the enjoyment thing it’s just. feel quite bored and like yes don’t really enjoy it’ Indian, Hindu, 
aged 37.  
 ‘It was the weights, the strengthening the treadmill, I was like ‘really an hour on the treadmill’, you know. It 
doesn’t matter what I watched on the screen or what I listened to, I found it really de-motivating’. Indian, Sikh, 
aged 45.  
 
The equipment in the gym was also found to hinder physical activity: 
‘I don’t like the equipment in the gym, like I said I prefer a class, or I prefer free weights, I don’t like the 
machines’ Indian, Sikh, aged 42.  
‘Partly because I get really bored, and partly because I don’t know what I’m doing. So, I don’t really know what 
to do with all the gadgets and machinery in gyms’. Pakistani, Muslim, aged 34.  
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I’ve never been shown. So, I know how to use the treadmill. I know how to use the basic’s, but I don’t really 
know how to use any of the other machines. Pakistani, Muslim, aged 34.  
 
Taking these findings into consideration, a lack of self-efficacy/competence and knowledge of how to 
use gym equipment, can affect physical activity. Furthermore, this concurs with socio cognitive 
models of the COM-B model (Michie et al, 2013), Health Belief Model (Rosenstock et al, 1954) and 
The Theory of Planned Behaviour (Azjen et al, 1991).  
 
5.4.2.  Lack of time 
Having insufficient time, which was mainly because of having to attend to family responsibilities, was 
a barrier reported by most women.  
For example:  
‘Time is the biggest factor in all of this for me’ Pakistani, Muslim, aged 34.  
‘I love swimming, but I don’t get time. Otherwise id go swimming 5 days a week. 7 days a week if I could’. 
Pakistani, Muslim, aged 45.  
 
The women also expressed physical activity was time consuming:  
‘So, I’d have to go all the way to Sparkhill, and it would take me 15-20minutes to just take off my clothes get 
into my gym gear then do the gym. I always thought it was just pointless in the sense of I love doing the work 
out, but it was just going there getting changed doing the workout and then getting changed back again and then 
rushing back again. So, I always thought it was pointless from the time-consuming thing’. Pakistani, Muslim, 
aged 35.  
 
Work and family responsibilities, which was also identified within this theme, were reported as 
barriers: 
 ‘I’ve got too much going on, and I think it’s not so much the job, it’s the other things I do’. Pakistani, Muslim, 
aged 45.  
‘That is where my problem is, the time constraints obviously with having a family’ Indian, Hindu, aged 47.  
‘Yeah, I did but my daughter goes to nursery, I pick her up at 12, it’s just everything is so time consuming’. 
Pakistani, Muslim, aged 35. 
‘Yeh, no I don’t like it that much so if we had more time together me and my husband, we’d probably go 
together…’ Indian, Hindu, aged 47. 
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‘One of the things is that I’m time poor and I’m also aware of spending quality time with my husband, so it’s 
the quality time with my husband more than anything, especially recently as well with the children being at 
University, so I’ve tried to find ways around that so I registered at the gym for both us’ Indian, Sikh, aged 42.  
 
A lack of time was also due to poor planning and organization: 
‘It’s just finding the time to exercise... I am always erm I’m time poor that’s my issue’ Indian, Sikh, aged 42.  
‘It’s just being time poor for me. That’s my biggest barrier and you probably see that in a lot of people... Cause 
for me it’s actually going out and getting active’. Indian, Sikh, aged 42.  
‘Yeh I think it’s also time management. Sometimes I can be pretty bad at that’. Indian, Sikh, aged 45.  
 
The findings are in accordance with past research focussing on south Asian women and women 
generally, as a lack of time to participate in physical activity was due to attending household and 
family duties, such as cleaning/tidying duties (Netto, McCloughan and Bhatnagar, 2007; Strazdins et 
al, 2010 and Justine et al, 2013), and having a busy and hectic life due to family and work 
commitments (Lawton et al, 2006; Grace et al, 2008; Gothe and Kendall, 2016; Welch et al, 2008; 
Ansari and Lovell, 2009 and Hoare et al, 2017).  
 
5.4.3. Family responsibilities 
This subtheme was developed as six women reported the majority of their time was spent engaging in 
family and childcare responsibilities: 
Most women reported family and children were their main priority:  
‘So, I’ve been trying to do things with him, so I don’t feel the guilt. So, for me, I think that’s my biggest barrier, 
the guilt of not spending that quality time with him’ Indian, Sikh, aged 42. 
‘I have got to make sure everybody in the house is sorted before I do anything for myself, so they are my 
priority first’. Indian, Hindu, aged 47.  
‘Not that easy actually. Cause trying to get two kids out of the house, get them ready. Well get them up, get 
them fed their breakfast and get them out of the house, takes a couple of hours in itself. So, and then you are 
getting them swimming, getting them changed, getting them back out, showering them, drying them off. The 
whole process would take a good half a day, and sometimes I just don’t have that half a day’. Pakistani, Muslim, 
aged 34. 
‘I think it’s more in terms of people not understanding the importance of exercise, and then in the Asian culture 
there’s that ‘family come first’, women are expected even if they are working to do things’. Indian, Sikh, aged 
42.  
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Interviewer: ‘Do you think coming from an Indian background effects your PA behaviours in any way? 
Participant: Only because you’re taught to put your family first, do you know what I mean, that’s the only 
thing’. Indian, Hindu, aged 47.   
 
The two latter quotes indicate cultural factors are clearly barriers to physical activity, which can be 
related to the subtheme of Cultural Expectations. Furthermore, these findings also suggest women 
appeared to be blaming their culture for their poor physical activity actions, which is in line with past 
research. For instance, Lawton et al (2006) found among males and females, that family came first 
and taking time out to exercise was interpreted as a selfish and culturally inappropriate act.  
Also, Horne et al (2013), Luwig, Cox, and Ellahi (2011) and Pen et al (2014) found personal and 
family responsibilities/expectations such as family caring duties, was a barrier among women to 
maintaining regular physical activity, as this left women with little or no time to participate in activity. 
Furthermore Netto, McCloughan and Bhatnagar (2007) found women spoke of their caring 
responsibilities, in particular the tendency to put the needs of their family first, which acted as barriers 
to adopting a healthy lifestyle.  
The women also reported how childcare duties affected physical activity: 
‘I have previously attended a gym. I haven’t been since I’ve had my kids’. Indian, No religion, aged 29.  
‘My weekends are really busy, there’s always some sort of family thing going on or somewhere I need to take 
the kids to. So, trying to find the time to do more physical activity is probably what I struggle with’. Pakistani, 
Muslim, aged 34.  
‘I can also give you an example, some of the work colleagues go every week to a dance class, which is quite 
local. I have to confess I said to them right, you all go check it out and if it’s really good I’ll join you the 
following week. But I think for me time was a bit of a barrier, the class is at 6, and the that’s the vital time I 
have to be home. Making sure the kids are settled and eaten’. Pakistani, Muslim, aged 43.  
‘I work mainly from home, so in the daytimes I’m supposed to be working but obviously we have a baby so 
that’s quite hard to do, he goes down to bed at 6pm, then it’s time to eat after that so, normally in bed by like 
9:30/10pm it’s such a long day, so yes trying to fit it in, and it’s basically the same apart from weekends where I 
might have a little bit more time, but that’s used to do a bit of house work and to go out and socialize, meet 
family and friends so I don’t think I could fit it in. Indian, Hindu, aged 37.  
 
A systematic review by Babakus and Thompson (2012) found caretaking duties left them with no 
time for physical activity. Also, Cross-Bardell et al (2015) and Patel et al (2017) identified the need to 
financially care and provide for family members and prioritize work over physical activity was 
extremely common.  
One woman who was divorced and a single mother reported the specific challenges she had 
experienced to physical activity:  
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‘I want to do more, its during school holiday’s when I’ve got no childcare. I find this really tough and hard to 
deal with, because I want to do more, I really do’. Indian, Sikh, aged 38.  
 
Research by Eyler et al (1998) found the challenge of raising a child in a single parent household was 
the primary reason for low physical activity (Dlugonski and Motl, 2013; Gorely et al, 2009; and Azar, 
Naughton and Joseph, 2009). Grace et al (2008) found women reported barriers relating to an inability 
to find childcare and it being inappropriate to ask someone to take care or look after their child.  
 
5.4.4.  Bodily Sensations  
Seven women reported negative bodily sensations as a barrier to physical activity.  
The women reported tiredness, poor stamina and breathlessness, as factors preventing physical 
activity:  
‘Mine isn’t through laziness, it’s through being shattered during the day because your walking all day 
sometimes in work’. Pakistani, Muslim, aged 45.  
‘Yes, I think it’s just the tiredness factor, I’d like to be able to do that, but I just don’t have the stamina for it’. 
Indian, Hindu, aged 37.  
‘One thing stopping me is I feel like the aerobic type exercise I could do is maybe run, but I don’t have the 
stamina for it’. Indian, Hindu, aged 37.  
‘Sometimes tiredness is a massive factor for me. I just want to get home get the kids sorted and do the chores, 
light chores not even, cause I’m tired and then I just want to relax’. Muslim, Pakistani, aged 43.  
‘I get out of breath quickly, and you think ‘oh my god I’ve never been so unfit’. So, I suppose it’s those things 
as well, playing on your mind thinking I’m out of breath already’ Indian, Sikh, aged 42.  
 
5.4.5.  Cultural and traditional expectations  
Five women reported cultural and traditional expectations were barriers to physical activity.  
The cultural barriers raised were in regard to the types of clothing worn when participating in 
activities of swimming and attending a gym:  
‘I hated any sort of gym clothing. Even when it came down to my swimming costume, it would have to be a 
swimming costume with the skirt attached to it. Because I’d just find it too revealing. Especially our 
generation’. Pakistani, Muslim, aged 45.  
‘So, it’s an Asian thing. We’ve got that modesty about us. And we don’t want to just go naked into a pool, 
wearing a bikini with everything hanging out’. Pakistani, Muslim, aged 45.  
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‘I’m sure there’s some people who will look at me and think ‘oh actually she’s not wearing good Muslim 
clothes because she’s wearing a fitted swimsuit’, you know burkini swimsuit, and similarly with gym clothes’. 
Pakistani, Muslim, aged 34.  
 
Research by Sriskantharajah and Kai (2006) found women experienced slight discomfort when 
swimming due to their own, or their families concern over modesty. Patel et al (2017) identified in 
their narrative review Muslim women in particular, expressed uncertainty of the appropriateness of 
western clothes, as this could draw attention to their body. Grace et al (2008) also found the 
expectation for women to dress modestly, remain in the home and to prioritize their family were 
present. However, younger second-generation women were found to resist traditional norms and 
expectations, which was also identified in this present research. Farooqi et al (2000) also found 
barriers in regard to clothing when participating in physical activities such as swimming and attending 
the gym. However, attitudes were found to change amongst younger women, as one woman reported 
her daughter-in-law (who was a younger second-generation woman) participated in swimming 
activities often with her children.  
Most of the women reported they had experienced negative remarks from family members:  
‘I think they’d be a bit disappointed and a bit like ‘well why are you doing this, you should know better’. I think 
they would expect me to go within the bounds of modesty, you know, dressing appropriately’. Pakistani, 
Muslim, aged 34. 
‘If I was in shorts and a crop top, and I was going to the gym, then I think they would have major issues with 
that. So, I think it just depends on the environment, and you know the way I’m dressed’. Pakistani, Muslim, 
aged 34. 
‘They would be like ‘what the hell are you wearing’. Like you know, ‘go and cover yourself’ or ‘go and put 
something on’ or ‘wear what you want inside the gym, but when you are coming in and out wear some decent 
clothing’. Indian, Sikh, aged 38.  
‘My husband’s fine with it, but it’s the rest of the family who are going to think ‘she’s swimming in a pool with 
nothing on and there’s men gawping at her’ which I think if I’m minding my own business, I don’t really care 
what anybody else is doing. But in the outside world its different isn’t it. This is the downfall in most Asians’. 
Pakistani, Muslim, aged 35.  
‘There’s a lot of things, like my friends do yoga, Zumba, bums and tums, which I’d love to do, but the same 
thing the barrier, the family. Now if I was to do something like Zumba or bums and tums everybody from the 
culture would be like ‘oh my god’ like ‘what’s the need to do this’, ‘why do you need to this’ you know. They 
think an Asian woman is just a mother, there to cook and clean for her husband and look after the children’. 
Indian, No religion, aged 29.  
 
Sriskantharajah and Kai (2006) found women felt participating in physical activity was a selfish 
activity, which was bound up with their identities as homemakers, carers of children and other 
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relatives. However according to this woman’s response (Indian, no religion, aged 29), this seems to be 
different for second generation women.  
Cultural expectations in the home were expected by women, and disapproval from community 
members was experienced if women were seen walking or exercising outdoor/in public areas (Patel et 
al, 2017). Also, Babakus and Thompson (2012) found families and communities viewed physical 
activity as a selfish act, as a women’s focus should be on the family and the performance of domestic 
duties. These findings concur with the findings within the subtheme of family responsibilities.  
The quotes raised relate to appearance concerns and the clothing worn when participating in physical 
activity. As outlined within the subtheme of ‘low-self-esteem and confidence’, tight figure-hugging 
clothing was found to be ‘the uniform’ in some exercise environments (Crawford and Ekland, 1994). 
However according to Grace et al (2008) and Farooqui et al (2000), it is generally expected of Asian 
women to dress modestly whilst participating in physical activities of swimming and when attending a 
gym. This finding concurs with the present findings in this study.  
One woman reported they were not allowed to attend a mixed gym:  
‘In our culture you’re not allowed to go mixed gyms, which I personally believe stops a lot of woman from 
doing a lot of stuff’. Pakistani, Muslim, aged 35.  
‘I would go to a mixed gym yes, but if I say to my husband ‘oh can I go swimming here’ he will be like ‘oh is it 
ladies only?’, and I’m like ‘no its mixed’, he’s going to say ‘well you know you can’t’ so that’s it, case closed’. 
Pakistani, Muslim, aged 35. 
 
One woman reported physical activity was a gendered type of activity: 
‘So, my dad would say ‘yes being active and working is good’. I don’t think it’s going to be in terms of physical 
activity I think it’s just being active. Men have certain roles to play which is more physical, whereas my mum 
would be like she’s delicate, she’s a woman. She’s going to sit at home, and she doesn’t need to carry her 
suitcase because somebody is going to do it for her, she’s not going to carry weight up the stairs. I think woman 
play a much more passive role’. Indian, No religion, aged 29.  
 
Patel et al (2017) also found gender norms impeded opportunities for women to participate in physical 






5.5. Theme 4: Personal motivators  
This theme outlines the personal factors which increased motivation to participate in physical activity. 
Three subthemes were developed: Enjoyment of physical activity, Awareness of the physical benefits 
and Time.  
5.5.1.  Enjoyment of physical activity  
Enjoyment of physical activity was an important motivating factor. Seven women reported they 
enjoyed participating in different types of activities such as swimming, tai chi, Zumba, boxercise, 
Pilates and yoga:  
 ‘Well I’m a very strong swimmer. I love swimming, absolutely love it’. Pakistani, Muslim, aged 35.  
‘I find the only thing I would really enjoy, if it isn’t swimming is, I’ve tried to do it 3 times and I still want to do 
it, is Zumba, and sort of dance classes. Because it’s fun, and if you find something fun, you’ll do it more’. 
Pakistani, Muslim, aged 45.  
‘I love tai chi, that was my fitness faze. I really got in to doing the classes. I loved doing boxercise, I used to do 
swimming too. I loved it there’. Indian, Sikh, aged 45.  
‘I think gym was my only place where I’d go and just relax. I do a lot of yoga and Pilates and I’d just do a lot of 
swimming. I enjoyed all three’. Pakistani, Muslim, aged 43.  
 
Research by Khanam and Costarelli (2007) found most women identified swimming as their preferred 
option of physical activity. Jepson et al (2012) found enjoyment of physical activity was commonly 
mentioned as a motivator for most women, especially when it included a social element, with dance 
seen as one form of physical activity that provided both ‘fun’ and social interaction.  
 
5.5.2. The physical benefits of physical activity 
Seven women had a good understanding of the physical benefits of physical activity:  
‘Yes, you sleep so much better when your exercising and I used to have so much more energy’ Indian, Sikh, 
aged 42.  
‘Being able to have like a good immune system, away from getting illnesses. Being able to have a good 
lifestyle. You know, just not getting poorly and being able to live longer. Things like that really’. Indian, Hindu, 
aged 37.  
‘It makes me feel better in myself, cause then I’m not going to be putting on weight. I do want to lose weight so 
that helps. It helps my physical and my mental wellbeing also I think’. Indian, Hindu, aged 47.  
‘Yes, just to get moving kind of thing you know, cause it’s not good to sit in one position for too long, it’s not 
good for your posture anyway as well’. Indian, Hindu, aged 47.  
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‘I know I need vitamin D, so any opportunity I have to out in the sun because it does help me a great deal. It 
makes me feel that much better, because I do suffer with tiredness a lot’. Indian, Hindu, aged 47.  
‘Living longer and being free of any sort of disease. So, diabetes, heart attack, and also obesity, it comes with all 
the negatives. High blood pressure’. Pakistani, Muslim, aged 45.  
 
A common motivator is the motivation to participate in physical activity to care for the health of the 
body and to prevent illness and disease (Babakus and Thompson, 2012). Jepson et al (2012) also 
found the perceived physical benefits of physical activity was a profound motivator, specifically in 
regard to weight management and increased fitness. Pen et al (2014) found health concerns were 
frequently mentioned as the main reason for participating in physical activity in Pakistani women who 
had type 2 diabetes and Sriskantharanjah and Kai (2006) found in women suffering with coronary 
heart disease, achieving weight loss and relief from aches and pains was the primary aim of increasing 
physical activity.  
 
5.5.3.  Sufficient time  
Eight women reported not having enough ‘spare time’ was a barrier to physical activity. However, in 
contrast, three women reported having sufficient time enabled participation of physical activity.  
‘Consciously I suppose for me exercise is making that time and thinking right this is my thirty minutes or an 
hour of PA. So again, increasing my heart rate and doing stuff’. Indian, Sikh, aged 45.  
‘I used to go to the evening classes because it’s open till 11pm. So that suited me really well. I used to sort the 
kids out between 8 and 10 and used to go to the gym in the evening’. Pakistani, Muslim, aged 43.  
‘I think it’s a bit hit and miss. If you got the time, you got the facilities, great’. Indian, Sikh, aged 38.  
 
Taking the findings into consideration, a lack of time may have been due to a lack of planning and 
organisation. This seems possible as Lachman et al (2018) found behavioural strategies including 
planning and organisational skills increased uptake of physical activity.   
Babakus and Thompson (2012) identified a lack of time was a common structural barrier affecting 
physical activity and Eyler et al (1998) also found a lack of time prevented women participating in 
physical activity, which largely stemmed from family responsibilities (children, spouse, 




Figure 2. A thematic map of the personal barriers and motivators to physical activity  
 
5.6.  Summary of personal barriers and motivators  
To summarise, this section outlined the personal barriers and motivators effecting physical activity. 
The subthemes identified largely concur with the majority of past research within the physical activity 
domain.  
Enjoyment was reported as a barrier and motivator to physical activity. Three women who reported 
this barrier also reported enjoyment as a motivator to physical activity. The women who reported a 
lack of enjoyment expressed barriers of time and bodily sensations. This may suggest negative bodily 
sensations may affect and influence a person’s level of physical activity enjoyment.  
The women who had reported a lack of enjoyment, raised barriers of family responsibilities and 
cultural expectations. This is an important finding as this suggests cultural expectations and family 
responsibilities are barriers which second generation women may still be experiencing. 
The women who reported enjoyment as a motivator were each aware of the physical benefits of 
activity, with two women reporting they had adequate time to participate in activity. This finding 
suggests an awareness of the benefits of physical activity, combined with the having the time, may 
lead to positive attitudes and increase enjoyment of activity.  
One woman who reported enjoyment as a motivator was also aware of the physical benefits activity 
had. This suggests having an awareness of the benefits activity has to offer may promote feelings of 














enjoyment. However, this particular woman had also reported numerous psychological barriers. 
Therefore, enjoyment alone may not be sufficient in increasing physical activity.  
 
5.7.  Theme 5: External barriers  
This theme captures the external barriers which affected physical activity participation. Six subthemes 
were developed of: Work priorities, Lack of support, the Weather, Insufficient information, Location 
of living and Expense/cost of physical activity.  
5.7.1.  Work priorities  
Seven women reported the nature of their job had a negative impact on their physical activity: 
‘I work really long hours; I mean I’m at work at 6:45 I don’t leave till 6. So, when I have my break it’s really 
important for me to just stop’. Indian, Sikh, aged 42.  
‘Some days I don’t have time to take lunch breaks, so I sit through and eat at my desk, which I know is not 
healthy, but it’s a balance between getting everything done and getting out and going for a walk’. Pakistani, 
Muslim, aged 34.  
‘So obviously the gym is down the road and I can use it as much as I want. I couldn’t do it. I could only go once 
a week on a Friday afternoon, when I took half day off work or finished early’. Indian, Sikh, aged 38.  
‘Your working days are very different to how they used to be. And you can’t go out for a brisk walk, by the time 
you leave the gate you got to be back in’. Indian, Sikh, aged 38.  
‘I think for me it’s the kind of work I do as well. I can almost not switch off from it completely. I should, but I 
don’t’. Pakistani, Muslim, aged 43. 
 
Research by Lawton et al (2006) found a person’s work/job role was a significant barrier to physical 
activity in Indian and Pakistani people due to having a strong work ethic. Furthermore, Netto, 
McCloughan and Bhatnagar (2007) also found women made little time or effort to participate in 
physical activity as work tended to dominate their lives.  
 
5.7.2.  Lack of social support 
Seven women reported a lack of support as a barrier to physical activity. The most commonly 
reported reason was not having anyone to accompany them when attending a gym/participating in 
physical activity:  
‘I prefer classes, because I don’t think I can get motivated enough on my own, so I need a gym buddy. If I’m 
going to the gym, I need someone with me, because I’m not very good at exercising on my own’. Indian, Sikh, 
aged 42.  
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‘I need somebody to go with I think to help keep me motivated’. Indian, Hindu, aged 47.  
 
Women also reported encouragement and support from a friend would be useful:  
‘It would be nice to go swimming with a companion, because if you don’t feel like going, someone will 
encourage you to go, because that persons going with you’. Pakistani, Muslim, aged 45.  
‘I suppose having someone there to encourage you as well, like my friend she does live local, but cause she’s a 
working mum, and it’s been really difficult. But I think if we really had someone there to encourage you, it be 
easier’. Pakistani, Muslim, aged 43. 
 
Horne et al (2013) found a lack of support was a barrier to initiating and maintaining physical activity. 
Eyler et al (1998) also found several women reported having an exercise/gym buddy would help them 
to increase their motivation to becoming physically active. The women in this study reported being 
accountable to someone to ‘show up’ to participate in exercise/physical activity would motivate them 
further. Both past and present research demonstrates the importance of social support as a motivator 
to physical activity.  
 
5.7.3. The weather  
Five women reported the weather influenced if they participated in physical activity.  
Women reported how the weather affected their mood: 
‘I feel very happy and want to get up and go, when the suns out. When the suns not out, just leave me alone! I 
want to go to the corner and go to sleep. So, I wouldn’t say it affected me mentally and emotionally, but it does 
bring on my mood swings. Honestly if you catch me when the suns out, I will be on a high. It just perks you up’. 
Pakistani, Muslim, aged 43.  
‘I’ve said to my husband as soon as the weather gets a bit better and the days get lighter, let’s go as a family for 
a half an hour walk’. Pakistani, Muslim, aged 35.  
 
These findings concur with the research by Babakus and Thompson (2012) which identified across 
three studies, that poor and dull weather were the main barriers for low physical activity.  
 
5.7.4. Insufficient information  
A lack of information was a barrier to physical activity. A lack of information of how to correctly use 
gym equipment was reported:  
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‘If there are weight machines, I don’t really quite know what to do with them. So, it’s probably a lack of 
knowledge’. Pakistani, Muslim, aged 34.  
‘You know there are weights there, but it doesn’t really give you and indicator. Like I would prefer someone to 
say, ‘yes if you’re a woman this is what you should be picking or dropping’ or whatever. ‘If you’re a male this 
age, this is what you expect’ there is no guidance’. Indian, Sikh, aged 38. 
 
This suggests competence (specifically that of low self-esteem and self-efficacy, and a lack of 
capability and knowledge of how to use gym equipment) may be a dominant and contributing factor 
woman may experience to physical activity. This can also be linked to the themes of a ‘lack of 
knowledge’ and ‘low self-esteem and confidence’.  
One woman reported no support was offered in gym environments: 
‘A few members of staff are there just to help to guide you how to use the machine, not to actually tell you what 
you should do on it’. Indian, Sikh, aged 38.  
 
The finding suggests social support may be extremely important for participating in physical activity 
in gym environments. This finding can be associated with evidence within the subtheme of a lack of 
social support.  
One woman reported there was a lack of information for Asian people, in particular: 
‘I think there’s a lack of information as well. You get everything through your door, but you don’t get any 
information on anything that’s available so to speak, for Asians’. Pakistani, Muslim, aged 45.  
 
Sriskantharajah and Kai (2006) also identified similar findings in relation to a lack of guidance from 
health professionals, in regard to the recommended physical activity levels and information. In this 
present study, women reported health professionals were in fact helpful, however, this was only in 
regard to providing information and advice on where women were able to access physical activity 
services.  
 
5.7.5.  Location of living  
Four women reported the area they resided in effected physical activity participation, as it was too far 
for them to access local facilitates/services, and also because of safety concerns within their area.  
One woman reported there was a lack of women only facilities in their local area:  
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‘See I’d love to go to Coxmoor, if they had like Wednesday evenings just ladies. I’d go every Wednesday, even 
if it is cold, I’d still go’, Pakistani, Muslim, aged 35. 
 
Horne et al (2013) found the unavailability of physical activity at suitable times and locations, 
combined with the lengthy travel distance, were also barriers to physical activity. Khanam and 
Costerelli (2007) found women would like more local gyms, better transport facilities and women-
only facilitates/sessions, which is consistent with this present study.  
One woman reported culture-specific groups/facilities were not available: 
‘But we haven’t got the opportunities, I don’t believe we have. If there is a running club in your area, its mainly 
white orientated, with little of the Asian community and the understanding. Even though I’m not the backward 
type, I still wouldn’t want to go and sit in their running club’. Pakistani, Muslim, aged 45.  
 
Eyler et al (1998) identified physical activity programs were unavailable, and when they were, 
concerns regarding the lack of culturally appropriate programs (e.g., a gym specifically for south 
Asian women) was often present in their community.  
One woman reported they felt unsafe in their local area: 
‘So, for me I think that’s a barrier because the amount of muggings and the number of things you hear, it’s just 
not worth it sometimes. It’s just not worth it at all. The roads I feel aren’t as safe as they used to be either. So 
that’s a barrier’. Indian, Sikh, aged 38.  
 
Eyler et al (1998), Cross-Bardell et al (2015) and a review by Babakus and Thompson (2012) 
identified structural barriers of a fear of personal safety in the neighbourhood effected physical 
activity. Patel et al (2017) also found structural barriers of concerns over personal safety, deterred 
women from using facilities and open spaces within their own communities.  
 
5.7.6.  The expense/cost of physical activities  
Four women reported physical activity and support from a personal trainer was ‘too costly’: 
‘There’s no option in gym memberships to just go swimming. And for that I don’t want to be paying £40 or £50 
a month just to go swimming’. Pakistani, Muslim, aged 45.  
‘It’s like six pounds something for like a swim, which I think is quite expensive, you know’. Indian, Sikh, aged 
38.  
‘What happened was the gym got more and more expensive, and every year they would put their prices up’. 
Indian, Sikh, aged 45.  
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‘You would have to pay for a personal trainer. You don’t get it for free. You have to pay £35 an hour, some 
charge 45. So, who’s going to pay for that’. Indian, Sikh, aged 38.  
 
Babakus and Thompson (2012), Cross-Bardell et al (2015) and Grace et al (2008) identified money 
was a significant structural barrier to physical activity. Eyler et al (1998) found the high costs of 
attending community programs, commercial gyms, fitness centres, and classes were also barriers.  
 
5.8.  Theme 6: External motivators  
This theme captures the external factors which increased the participation of physical activity. Three 
subthemes were developed of Social support, to Encourage and motivate children and Positive 
environment to engage in physical activity.   
 
5.8.1.  Social support  
Seven women reported support from family and friends was important for physical activity: 
‘I need someone to push me. My friend and me would get ready and she would come to pick me up. We made 
sure we did it. So, I think it’s having companionship as well’. Pakistani, Muslim, aged 45. 
‘It feels like a little family of my own. I really look forward on Saturdays to go there because it’s like am 
meeting my family’. Pakistani, Muslim, aged 35.  
‘He’s really easy going, we’re a partnership, there’s nobody else, do you know what I mean. He has no 
expectations and encourages me do to everything I want to do’. Indian, Sikh, aged 42.  
‘I think if I had friends that were already into Zumba I would have gone. I would have been in there by now. So 
yes, I think it does influence you and the choices you make’. Indian, No religion, aged 29. 
 
One woman reported gaining support from health professionals helped her greatly: 
‘We access services within the community, and there’s lots and lots of services that are accessible. There is lots 
of support you can get from your GP, you know surgeries, community centres’ Muslim, Pakistani, aged 43.  
‘It was my GP that recommended me to gateway family services, and I found them really good. It was almost 
something I didn’t know. So, I do believe the NHS are doing a fantastic job by encouraging people within the 
community to access services’. Muslim, Pakistani, aged 43. 
 
One woman reported they only felt comfortable with their ‘own type of people’: 
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‘Even though we’re second generation, I still feel comfortable with my own type. Totally comfortable. Because 
I understand their banter. I understand everything’. Pakistani, Muslim, aged 45. 
 
Two women spoke of support from a personal trainer and gym members:  
‘I met a few lovely people that are male, that have helped me in to improve my swimming skills, and I’ve kept 
in touch with them. Iv becomes friends with people, who have been quite supportive. Not judged me for who I 
am or what I look like, or what I’m wearing. So, I felt quite comfortable’. Muslim, Pakistani, aged 43. 
‘I had a great trainer and he helped me make friends with the gym, so, anything I used, I knew how to use it 
because the personal trainer trained me’. Indian, Sikh, aged 45. 
 
Research by Cross-Bardell et al (2015) found face-to-face support from peers motivated physical 
activities, and Eyler et al (1998) found the most common personal enabler was adequate levels of 
social support from spouses, family, and friends. Jepson et al (2012) found there was a preference for 
taking part in physical activity with one or more friends, in comparison to attending a group session or 
exercising alone, and Horne et al (2013) found support from family, peers and health care 
professionals was essential in maintaining a physically active lifestyle.  
 
5.8.2.  To encourage and motivate children  
Seven women reported they participated in physical activity to motivate their own children:  
‘I’m very conscious that I’ve got quite an influential child. I want to teach her now to make it a part of her life. I 
really don’t want her to have to struggle with weight growing up, and right now she sat that age where she can 
do a lot more, and we do. So, we do the walking and she does the cycling with her dad’. Indian, Sikh, aged 45. 
‘I think it’s made me realize how much I need this to not be a barrier for my daughter. How much I want to 
motivate her in a positive way. I don’t believe in forcing her to do things. But it’s made me realize more so that 
I really want to incorporate this in her life now’. Indian, Sikh, aged 45. 
‘I think the biggest thing for me is my children, I’ve got two daughters. The last thing I want for them is to have 
gestational diabetes and have all that worry for them. And so, if I can kind of put in a good diet now and make 
sure their active now, that’s going to lead on for when their adults’. Indian, No religion, aged 29. 
‘We are looking to get the kids swimming, and get them in swimming classes, so we’d probably do bit more as 
a family, it’s just finding the time’. Pakistani, Muslim, aged 34.  
‘I’ve got to think about being that positive role model for my children’. Pakistani, Muslim, aged 43.  
The women reported their engagement in physical activity was simply to motivate and influence their 
children, which is also in line with the evidence within the theme of ‘Positive past experiences’, as 
one woman reported they wanted to ‘make sure they were there for their own children and make sure 
they have a physically healthy lifestyle’.  
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Four women reported physical activities were largely absent during their childhood years within the 
theme of ‘Negative past experiences’, but also reported a key motivator was their children; to 
motivate and encourage them to participate in physical activity, as they wanted to be a ‘positive role 
model’. This suggests for some women, negative childhood experiences may increase uptake of 
physical activities for both their child and themselves.   
 
5.8.3.  Positive environments  
Six women reported participating in activities in a positive environment/atmosphere motivated them 
to participate in physical activity: 
‘I didn’t feel judged and when you’re in an atmosphere like that, that’s a catalyst for doing more doing’. Indian, 
No religion, aged 29. 
‘If I could do it from home or around home, where it’s just me and I’m the judge of me, I would feel a lot more 
confidence in what I’m doing’. Indian, No religion, aged 29. 
‘I think one where you feel comfortable. People are getting on and doing their own thing. The receptionists are 
friendly. That’s what you want and a family atmosphere. Where you feel comfortable regardless of what age 
you are, or ethnicity, or what your wearing. People just get on and do their thing and they leave you to get on 
and do yours’. Pakistani, Muslim, aged 34.  
‘I like the fact that I have the whole gym to myself. Nobody else is there, it’s just me. I like that, and I find 
comfort in that, and that’s probably other motivation, the reason why I go is because nobody else is in the gym. 
I think that plays a big factor, definitely’. Indian, Sikh, aged 38.  
Khanam and Costerelli (2007) also found most woman complained of being exposed to an 
environment that was generally unsuitable for them due to their age and culture.  
Two women reported music positively influenced physical activity:  
‘It is listening to music that I love. You know walking on the treadmill and its mentally and physically nice’. 
Indian, No religion, aged 29. 
‘I just put my music on, and I walk, because I can walk for hours so that’s not an issue for me’. Indian, Hindu, 
aged 47.  
Research by Patel et al (2017) and Khanam and Costarelli (2007) identified women found music and 
inappropriate scenes being shown on TV screens at the gym conflicted with their cultural beliefs and 
acted as barriers.  
One participant reported they preferred a ladies-only environment:  
‘See I’d love Coxmoor. They had like Wednesday evenings just ladies. I’d go every Wednesday, even if it was 
cold, I’d still go’. Pakistani, Muslim, aged 35.  
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Horne et al (2013) found although there were no cultural or religious restrictions prohibiting physical 
activity, beliefs about gender segregation and concerns over modesty presented as a barrier. Pen et al 
(2014) also found women reported that it was easier for women to say to their family/friends, ‘I’m 
going to a ladies’ only gym,’ as there would be no disapproval from the male side of their family. 
Babakus and Thompson (2012) identified five studies which cited culturally inappropriate facilities as 
a barrier to physical activity; specifically, mixed sex facilitates such as swimming pools that did not 
consider a women’s requirement for modesty, and the use of male instructors. Grace et al (2008), 
Patel et al (2017) and Farooqi et al (2000) also found mixed sex classes/environments were 
considered inappropriate.  
Three women reported nice weather and daylight increased their physical activity:  
‘I wait for the nice weather and engage in any sort of activity, such as walking, it’s just nice to get out there’. 
Indian, Hindu, aged 47. 
‘Because it’s going to be lighter, I’ll have a bit more motivation because it doesn’t feel like it’s night-time’. 
Indian, Hindu, aged 47. 
‘The good thing is the weather is getting better now, so we can do it together. I said to her this morning we need 
to get our bikes out and go cycling in the evening’. Indian, Sikh, aged 45.  
‘I’m hoping once the weather gets a little bit better, I can almost sort of motivate myself and mentally prepare 
myself to actually do it’. Pakistani, Muslim, aged 43.  
 
Eyler et al (1998) found women preferred scenic venues when engaging in physical activities. Good 
weather and beautiful surroundings made it easier for some women to participate and take walks. 
  






















5.9.  Summary of the external barriers and motivators  
In summary, this section outlined the external barriers and motivators effecting physical activity. The 
subthemes identified largely concur with the majority of past research within the physical activity 
domain.  
Women reported social support as both a motivator and barrier. This suggests although adequate 
levels of support may be present, other areas of support, as outlined by these women, may be 
required. For example, as Eyler et al (1998) had also identified, not having an exercise/gym buddy 
decreased motivational levels to becoming physically active. 
Women who reported their living location as a barrier, also reported expense as a barrier. This may 
suggest the physical activity services which are available within local areas (e.g., gyms, classes, 
swimming) maybe be too costly to attend.  
In regard to motivators, women who reported a positive environment as a motivator, did not report 
expense or location of living as a barrier. This finding may suggest being able to afford physical 
activity services combined with positive gym and living environments, may promote physical activity.  
Furthermore, women who reported participating in physical activity to motivate and encourage their 
children, did not report location of living or expense as barriers. This may suggest children have a 
strong positive influence on the physical activity behaviours of these women. 
 
6.  DISCUSSION  
The purpose of this study was to gain an in-depth understanding of the barriers, motivators and 
attitudes to physical activity in second-generation Indian and Pakistani women. Socioeconomic and 
cultural factors were considered, including religious beliefs and ethnic background.  
 
6.1.  Main findings 
The study identified women may experience various barriers and motivators to physical activity. The 
barriers to physical activity were grouped into three themes of psychological barriers (low motivation, 
negative past experiences, low self-esteem, lack of knowledge), personal barriers (lack of enjoyment, 
lack of time, bodily sensations, cultural expectations, family responsibilities) and external barriers 
(location of living, work, lack of social support, weather, cost). The study suggested second 
generation women were resisting cultural and traditional expectations, which contrasts with past 
research. This is an imperative finding within this specific research area (Sriskantharajah and Kai, 
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2006; Lawton et al, 2006; Khanam and Costtarelli, 2007; Penn et al, 2013; Ludwig, Cox, and Ellahi, 
2009; Netto, McCloughan and Bhatnagar, 2007; Horne et al, 2013; and Gupta, Aroni and Teede, 
2017). However, commonalities were found to still exist between first and second-generation women 
(Babakus and Thompson, 2012 and Patel et al, 2017; Kelly et al, 2015; and Morgan et al, 2019) which 
were predominantly external and personal barriers of cultural expectations, family chores and 
responsibilities, work, lack of support, cost and poor weather conditions (Babakus and Thompson, 
2012 and Patel et al, 2017). The notion of an ‘ethic of care’ was still present amongst the women. A 
barrier which was not present in past research was negative past experiences to physical activity. 
Furthermore, a lack of knowledge was identified in past research (Babakus and Thompson, 2012 and 
Patel et al, 2017) for similar reasons presented in this study, such as an unawareness of the benefits of 
physical activity, the distinction between exercise and physical activity and vigorous and moderate 
physical activity, and the recommended physical activity guidelines outlined by the NHS.  
The motivators to physical activity were grouped into three themes identified as psychological 
motivators (past experiences, mental benefits, and thoughts and beliefs), personal motivators (time, 
enjoyment of physical activity and physical benefits of physical activity) and external motivators 
(positive environments to engage in physical activity, social support, and to be able to motivate their 
own child). The motivators identified concurred with previous research. For instance, in regard to 
personal motivators; enjoyment of physical activity (Khanam and Costarelli, 2007 and Jepson et al, 
2012), the physical benefits of physical activity (Babakus and Thompson, 2012 and Pen et al, 2014) 
and adequate time to engage in physical activity have been reported consistently (Babakus and 
Thompson, 2012). In regard to the theme of external motivators; high levels of social support (Cross-
Bardell et al, 2015, Jepson et al, 2012, and Horne et al, 2013) and positive environments to engage in 
physical activity (Khanam and Costerelli, 2007 and Patel et al, 2017) were common motivators 
identified in past research. This study suggests being a mother was a motivator to physical activity as 
women sought to present themselves as a positive role model for their children. This finding contrasts 
with past research, which suggests care giving duties and being a mother were barriers to physical 
activity. This suggests being a mother can act as both a barrier and motivator to physical activity.  
An explanation for this finding may be due to past research largely focussing on older aged women 
(50+), whereas the present study focussed on younger aged women (Babakus and Thompson, 2012 
and Patel et al, 2017). Therefore, it is possible the women in this study had younger aged children (2-
16 years of age). Therefore, the women may have aspired to act and present as a positive role model. 
Psychological motivators have been identified in present in past research, with the exception of past 
experiences and thoughts and beliefs subthemes. A possible explanation for difference may be as the 
thoughts and beliefs expressed were largely in regard to resisting cultural and traditional norms and 
expectations, which first generation women clearly did not express.  
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This study suggests generational differences exist between first and second generations. The 
subthemes of ‘past experiences’, ‘time’, ‘enjoyment’, and ‘social support’, were each reported by the 
same women as both a barrier and motivator. This indicates barriers to physical activity are likely to 
dominate the motivators women experience. More importantly this finding suggests engaging in 
physical activity may be more complex due to this complex interaction. 
 
6.2. An original contribution to the research area  
The present study makes a significant and original contribution to the research area of South Asian 
women’s health. The study is the first to investigate the barriers and motivators to physical activity in 
younger second-generation Indian and Pakistani women only, as opposed to previous research which 
has consistently generalised their findings to all generational, gender, age and ethnic groups. The 
study also considered if, and how, differences in cultural and socio-economic status may affect 
engagement to physical activity in second generation women. The findings from this study have 
allowed us to gain a real-life insight into the physical activity behaviours of new and emerging 
generational south Asian populations.  
 
6.3.  Cultural implications  
The final aim of the study was to investigate if second generation women held comparable cultural 
and traditional barriers to physical activity as first-generation women (Grace et al, 2008; Farooqi et al, 
2000; Sriskantharajah and Kai, 2006; Lawton et al, 2006; Khanam and Costtarelli, 2007; Penn et al, 
2013; Ludwig, Cox, and Ellahi, 2009; Netto, McCloughan and Bhatnagar, 2007; Horne et al, 2013; 
Horne et al, 2009; and Gupta, Aroni and Teede, 2017). Second-generation were resistant to cultural 
and traditional expectations. Women were found to express thoughts and beliefs in regard to resisting 
cultural norms, specifically the types of clothing worn in gym and swimming environments, female-
specific environments and facilities and disregarding negative remarks from family in regard to 
acceptable clothing and family and childcare responsibilities.  
White women have also experienced the barriers identified in this study (Kelly et al, 2015; Morgan et 
al, 2019, and Horne et al, 2013), which suggests the cultural issues displayed may be a common 
barrier amongst women from different ethnicities. Past research consistently assumes cultural and 
traditional expectations are key barriers to physical activity in south Asian women (Horne et al, 2013; 
Horne et al, 2009; and Gupta, Aroni and Teede, 2017). This finding is gradually becoming less valid 
as clearly indicated in the present study, and as more generational groups begin to emerge and 
develop in the UK.  
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A recent article by Iqbal and Golombok (2017) suggests second generation Indian and Pakistani 
women’s behaviours towards cultural and religious expectations are changing, as religion and ethnic 
identity was less important in parenting and the family life of women. It has been argued during 
childhood if a person has grown up within two or more cultures, the likelihood of parenting practices 
changing across generations are high (Greenfield et al, 2003). Second generation Pakistani and Indian 
women thus seem to represent a group in this transition.  
 
6.4. Socio-economic implications  
Socioeconomic status was considered in the study. No distinct differences emerged; however, the age 
of the women (25-45) may have influenced the findings, as young Muslim women did not raise as 
many cultural barriers compared to older Muslim women (50+). Although no clear differences were 
present educational, occupational and marital status, may have influenced physical activity 
participation as one woman who was divorced and a mother too one child, reported the cost of 
physical activity services within their local area was a significant barrier.  
An unemployed woman with a high/secondary school education, reported less barriers to physical 
activity compared to women who were highly educated. Accessible services may have been a key 
motivator, as the unemployed woman reported joining Slimming World and the benefits this had to 
their physical and mental health.  
Women aged 40+ reported more barriers of family responsibilities and issues surrounding the ethic of 
care in comparison to younger aged women. In regard to occupational status, one woman was a Public 
Health Consultant and actively working on a Workplace Wellbeing initiative to be implemented in 
businesses across the West Midlands. Although this woman clearly had an in-depth understanding of 
the importance of and benefits to physical activity, they still experienced many barriers including 
cultural barriers. This finding challenges past research (O’Donoghue, 2018 and Cusatis and 
Garbarski, 2019) which suggests people from high socioeconomic backgrounds are more likely to be 
considered physically active, and further confirms the existence of cultural differences in higher 
socioeconomic status groups (Milas et al, 2019).  
 
6.5.  Additional findings  
Additional themes were identified but not included in the final report as few women communicated 
the findings to an in-depth level.  
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The theme ‘Accessible Services and Information’ was developed. Various women reported accessible 
services such as informational leaflets from GP practices, community centres, Slimming World clubs, 
and information via social media, the internet, television and YouTube channels, helped them to 
engage in physical activity. Sriskantharajah and Kai (2006) found women with coronary heart disease 
accessed physical activity information via social media, tv channels and YouTube which facilitated a 
physical activity regime, and Eyler et al (1998) found motivators to physical activity were largely 
access related, such accessing exercise facilities at a person’s workplace.  
The theme ‘Self-Importance’ was reported by four women. This theme was embedded within the 
theme ‘Low Motivation’. Low self-importance was developed as women spoke of positioning 
themselves at the ‘bottom of the pile’ or as ‘low priority’ in comparison to their family members. This 
caused women to disengage in physical activities as they regularly put important others before 
themselves.  
The majority of women, except one who was a divorced with one child, were married. The 
experiences reported by this particular woman differed from the other women. For instance, a ‘Lack 
of Social Support’ was a barrier reported to physical activity. However, this woman explained how 
they rejected support from their family as they ‘felt bad’ to ‘burden their family with their child’. This 
suggests there may be deeper indirect beliefs effecting physical activity, which needs to be 
considered.  
 
6.6.  Socio-cognitive models and the behaviour change theory  
Socio-cognitive models specify the factors influencing behavioural changes. This study did not 
attempt to investigate socio-cognitive models or to implement a model to assist with the development 
of the interview schedule. Rather, the themes developed could be identified as moderators to physical 
activity behavioural change. However, caution needs to be applied in the plausibility of the models, as 
this study has shown certain themes held as both a barrier and motivator to physical activity.  
The components in The Theory of Planned Behaviour (Azjen et al, 1991) of perceived behavioural 
control, attitudes, and to an extent, subjective norms were identified in this study. Most women had a 
belief they were incompetent and lacked self-efficacy in their ability to participate in physical activity. 
Most women also reported either a favourable or unfavourable attitude towards physical activity. 
Certain women reported whilst attending a gym, they needed to ‘fit in’ and mirror the level of activity 
being performed (e.g., running instead of walking on a treadmill) and wear similar clothing to those 
attending the gym in order to feel accepted and comfortable. This relates to the component of 
subjective norms, as women were seeking approval from others. The Health Belief Model 
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(Rosenstock, 1974) could also be related to the findings. Women experienced barriers to activity 
(barriers component) and were aware of the physical and mental health benefits of participating in 
physical activity (benefits component), and the implications of not participating in activity (severity 
component). The COM-B model (Michie et al, 2013) could also be applied. Several women lacked 
the capability and competence to participate in physical activities because of psychological barriers. 
Opportunities were not always readily available because of external barriers women experienced. 
Low motivation was reported by most women. Negative thoughts and beliefs concerning physical 
activity was reported by women, which can be associated with the Cognitive Behavioural Model 
(Beck, 1964).  
 
6.7.  Strengths of the study  
A qualitative design allowed for the research questions to be examined in great detail. Qualitative 
researchers are interested in understanding the meanings people construct, that is, how people make 
sense of their world and the experiences they have in the world. (Merriam, 2009). The study 
implemented semi-structured interviews. Interviews were considered a strength of the study as they 
are not limited to specific questions and can be guided and redirected by the researcher in real time. 
Also, the interview schedule and direction can be quickly and easily revised as new information 
emerges.  
The researcher who carried out the interviews was from an Indian cultural background. This was 
considered a strength of the study as the researcher was able to communicate a great level of 
understanding and empathy to the participants. This may have allowed the participants to openly and 
easily share information of their difficulties to physical activity, as the researcher and participant were 
from similar cultural backgrounds. Due to this, a deep level of trust may have been established, 
enabling quality results, which is often considered paramount to successful research (Guillemin et al, 
2018).   
A major strength of this study was the homogenous nature of the sample, which past research failed to 
implement. That is, the age bracket of 25-45, the generational group of the women which was second 
generation, and the ethnic background which was Indian or Pakistani which both share similar 
cultural experiences, to some extent (Cultural Awareness Guidance, 2017).  
The present study has demonstrated a complex range of factors can influence physical activity 
participation, which suggests the importance of carrying out further investigations within this research 
area. Further research will help in determining the inconsistencies in the motivations and barriers 
women experience to physical activity which will further assist in increasing our understanding.  
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6.8. Limitations of the study  
Several limitations were identified in the study. Firstly, the 7-Day Physical Activity Recall Scale was 
implemented to assess a person’s eligibility to take part in the study. The scale may have lacked 
reliability, as generally physical activity scales are found to be subject to reporting errors in different 
populations (Svege, Kolle and Risberg, 2012; Robbins et al, 2018; Casartelli et al, 2015; Milton, Bull, 
Bauman, 2009; and Timperio, Salmon and Crawford, 2003). A study by Welk et al (2014) evaluated 
the validity of the physical activity recall scale in comparison to a SenseWear Armband, among 1347 
adults. The comparisons for moderate and vigorous physical activity between the physical activity 
recall scale and SenseWear were not equivalent. The physical activity recall scale yielded 
underestimates of moderate and vigorous physical activity in young people and overestimates in older 
people. This suggests the use of the physical activity recall scale is subject to random measurement 
error and may result in biased estimates of moderate and vigorous physical activity. Taking the 
findings of the present study into consideration, certain women may have truly been ineligible to take 
part due to a lack of validity and reliability of the psychometric tool.  
Secondly, participants were recruit from a weight management behaviour change service within the 
Solihull area. Recruitment from a weight management service may have led to potential reporting 
biases. For instance, the women who took part had a BMI of 28+ and may have previously suffered 
with a mental or physical health problem (which was the criterion to gain support from the service). 
Therefore, the women may have been more aware of the physical and mental benefits of physical 
activity. The support offered at the weight management service, focusses on areas of past experiences 
and thoughts and beliefs, which could have also influenced the women’s responses.  
Also, weight management issues may have triggered barriers of bodily sensations such as 
breathlessness, low stamina, and low self-esteem and confidence due to appearance concerns, and low 
motivation. These barriers are common in people with weight management issues. Therefore, the 
results in the present study should be interpreted within this context.  
Thirdly, convenience sampling was implemented. Convenience sampling is the norm within 
developmental science (Bornstein, Jager and Putnick, 2013). This method of recruitment is quick, 
inexpensive, simple to implement and convenient for both the researcher and participant (Elfil and 
Negida, 2017). Convenience sampling lacks clear generalisability; however, this is not the same of 
homogenous convenience samples, which was implemented in the present study. Homogenous 
convenience sampling has much clearer generalizability in comparison to conventional convenience 
samples, as the sampling frame is limited to sociodemographic factors (Jager et al, 2017). In this 
study sociodemographic factors were gender, age, and ethnicity. With this type of sampling, the 
greater the number of sociodemographic factors the more homogenous the sample and the narrower 
the sampling frame, reducing the chance of bias (Jager et al, 2017).  Therefore, although biases may 
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have been present, due to the sampling method implemented the findings can be generalized to a 
circumscribed population being second-generation south Asian women.  
A qualitative research design was implemented.  Qualitative research has been criticised as biased, 
small scale and lacking rigor (Anderson, 2010). The research quality is heavily dependent on the 
individual skills of the researcher and is easily influenced by the researcher’s personal biases and 
idiosyncrasies. The researcher was south Asian Indian (Sikh) origin. It is likely the researchers own 
personal lived experiences and views as a south Asian woman may have shaped and influenced the 
findings. Furthermore, certain women may have held back on certain aspects and issues or may have 
reported what they believed the researcher wanted to hear.  
 
6.9.  Recommendations for future practice  
This research has shown second-generation women can experience a variety of barriers to physical 
activity. The first recommendation is for health professionals, General Practitioners and Practitioner 
Psychologists to consider and assess the general health of south Asian women by assessing their 
physical activity behaviours. If women are failing to achieve the recommended physical activity 
levels as outlined by the NHS, an appropriate referral should be offered to provide support, as 
research indicates this ethnic group are at an increased risk of developing chronic diseases including 
diabetes and cardiovascular diseases.  
A second recommendation is the need for health professionals to design and implement effective 
behavioural interventions to the increase physical activity levels in this ethnic group. The design of 
such an intervention should be underpinned by the findings in the present study. Additionally, 
interventions may benefit from considering socio-cognitive models however, this should be applied 
with caution as the usefulness, effectiveness and validity of the models are not without their 
limitations (Young et al, 2014; Rhodes and mark, 2012; Armitage and Conner, 2001; Armitage and 
Conner, 2001; Jones, Smith and Llewellyn, 2014; Hofmann et al, 2013; Peters and Kok, 2016; and 
Michie, 2011).  
The final recommendation is for health professionals to stop assuming, and rather pose the question if 
cultural and traditional expectations are in fact barriers to physical activity. The barriers first 
generation women experience to physical activity are largely absent in second-generation women, and 
more crucially, white women also experience cultural barriers such as being unable to wear tight 
clothing in gym environments, attending women-only environments and family discouragement 
(Ansari and Lovell, 2009; Kelly et al, 2016; Moreno and Johnston, 2014; Segar, and Eccles and 
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Richardson, 2008). This suggests it may not be a ‘cultural’ barrier, but a preference which women 
generally may favour.  
 
6.10. Recommendations for further research  
The focus of the current study was to identify the barriers, motivators and attitudes second-generation 
Indian and Pakistani south Asian women experience to physical activity. A population group which is 
under researched and who are at risk of developing chronic diseases are second-generation south 
Asian men (Babakus and Thompson, 2012; Patel et al, 2017; Bhatnager, Shaw and Foster, 2015). It 
would also be advantageous to learn the barriers to physical activity in children of second-generation 
women, which would be a third generation, and if similarities or differences exist. Further research 
within this field would also benefit from a comparison study between British white women and south 
Asian women as this would clearly outline the similarities and differences between both ethnic 
groups.  
 
6.11.  Conclusion 
This study uncovers the motives of why south Asian second-generation women may or may not 
participate in physical activity. The study highlights second generation women are resisting cultural 
and traditional expectations. More crucially the cultural barriers raised are common barriers 
experienced in white British and other ethnic groups. Health professionals must begin to stop 
assuming cultural issues are present among south Asian people, as according to this study changes are 
beginning to emerge in later generations. Indian and Pakistani ethnic groups are the two largest ethnic 
groups in England (England and Wales 2011 Census), yet research into generational differences and 
lifestyle behaviours is largely neglected. A notable finding was a barrier also held as a motivator in 
certain women. This finding suggests barriers to physical activity may be more complex than once 
believed. This study provides health care professionals the opportunity to enhance their understanding 
of the physical activity behaviours of second generation Indian and Pakistani women. This will 
hopefully enable the development of effective physical activity interventions. This research will 
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CHAPTER TWO: THE SYSTEMATIC REVIEW 
1. INTRODUCTION TO THE TOPIC 
The topic chosen for the completion of the Systematic Review focussed on the effectiveness of 
motivational interviewing (MI) on behaviour change outcomes in adults at risk of developing type 2 
diabetes.  
Originally the review was to focus on a south Asian adult population, however an initial search 
yielded too few possible papers for inclusion to make the review feasible enough to carry out. 
Therefore, due to the lack of extensive research within the topic area and population group it was 
decided the focus of the review was to be in adult populations more generally.  
Because of the lack of research extensive in south Asian populations, this suggested a need to focus 






























Title: The effectiveness of motivational interviewing on behavior change outcomes, in 
adults at risk of developing type 2 diabetes: a systematic review. 


















Aims/objectives: The development of type 2 diabetes is becoming a major public health 
concern. A lack of physical activity and a poor diet may increase the development of type 2 
diabetes, therefore positive behavior change is vital. Taking this into consideration the 
purpose of this review was to examine the evidence of the effectiveness of motivational 
interviewing (MI) based intervention on changes in dietary and physical activity behaviors, in 
adults who are at risk of developing type 2 diabetes. This is important to address, as it will 
help to inform healthcare practices of the effectiveness of MI on behavior change and will 
provide an improved evidence base for MI interventions in the future. Method: A systematic 
search of the literature was performed in Medline, CINAHL, PsycINFO, PsycARTICLES and 
British Nursing Index (BNI) for relevant studies. Results: Five studies met the inclusion 
criteria and included in the narrative synthesis. One study reported an intervention effect 
however this study, amongst others, was found to be of weak quality. The key 
methodological flaws identified were the use of self-report measures, insufficient power, poor 
recruitment methods and comparator groups, lack of MI training and MI fidelity assessments, 
the delivery of MI being the use of phone sessions and inadequate length of MI sessions, 
and heterogeneity among the studies of the target outcomes to achieve. Conclusion: 
Therefore, this review can only conclude that there is a clear gap of good quality evidence. 
Key weaknesses were present across the studies and more importantly an effect of MI was 
reported within the context of a poor-quality study. Due to this, the effectiveness of MI on 
dietary and physical activity outcomes remains unclear. Future research needs to address 
the weaknesses identified in order to assess whether MI is an effective intervention for 
positive behavior change in adults at risk of developing type 2 diabetes. A number of key 
recommendations were outlined to improve the quality of future research.  









Approximately five million people in England are at a risk of developing type 2 diabetes, 
according to Public Health England (Gatineau et al, 2014). Type 2 diabetes has resulted in 
22,000 early deaths and costs the National Health Service £8.9 billion each year (Gatineau 
et al, 2014). Type 2 diabetes, which is the most common form of diabetes, is a condition that 
occurs when there is insufficient or ineffective insulin, resulting in abnormally high levels of 
glucose in the blood (Chaterjee, Khunti and Davies, 2017). It is estimated by Public Health 
England that there are 415 million people worldwide with diabetes, with 3.8 million living in 
the United Kingdom (Gatineau et al, 2014).  
Diabetes can progress and lead to serious long-term health complications such as vision 
loss, heart disease and stroke, foot problems and kidney failure (Balk et al 2015). The key 
risk factors for the development of type 2 diabetes, as identified by the NHS are being over 
40 years of age, genetics, as having a close relative with the condition such as a parent or 
sibling, can significantly increase your risk and being considerably overweight (BMI 30+) or 
suffering from obesity (Balk et al).  
Although age, genetics and weight are known risk factors for type 2 diabetes, unhealthy 
lifestyle choices can also increase a person’s risk. Balk et al reported a lack of physical 
activity and an unhealthy diet, consisting of foods high in fat and low in fiber, can increase a 
person’s risk. Furthermore, a combination of a lack of physical activity and an unhealthy diet 
can lead to obesity; a key risk factor for type 2 diabetes (Balk et al). Recent large-scale 
studies have shown that behavior change interventions can lead to positive changes in 
dietary and physical activity behaviors (Ekong and Kavookjian, 2016 and Frost et al, 2016).  
An approach that offers a well-defined and evidence-based model for behavior change is 
motivational interviewing (MI). MI is an effective behavior change technique in comparison to 
existing behavior change techniques, as it focuses on eliciting behavior change by exploring 
and resolving ambivalence, and states explicitly the reasons for engaging in a behavior 
(Rollnick and Miller 1995), which has been found to lead to positive behavior changes 
(Ekong and Kavookjian, 2016). It is designed to elicit the inner motivation of the individual by 
using communication styles of guiding, following, and directing (Rollnick and Miller). It is a 
patient-centered communication skill set that involves, open-ended questions, reflective 
listening and support for patient autonomy and self-efficacy (Rollnick and Miller). 
It is important to collate and review previous evidence of the effectiveness of MI on behavior 
change, which is a primary area of health psychology, as firstly the high prevalence of 
lifestyle risk factors has become a major public health concern, and secondly as many 
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health care services implement MI to elicit behavioral changes in people living with a severe 
chronic disease, or who may be at risk of developing a chronic disease, such as type 2 
diabetes.  
Ekong and Kavookjian reviewed the effectiveness of MI on behavioral and clinical outcomes 
in adults with type 2 diabetes. Positive behavior change was identified in studies targeting 
changes in dietary intake; however, no effect of behavior change on physical activity 
behaviors was reported. Although an effect MI was found, it was reported ‘unclear’ in the 
review as to whether participants were blinded within a few studies. The randomization 
method used was also not described and MI training for interventionists was not reported in 
a few studies. Morton et al (2015) and Frost et al reported in a review, positive effects of 
behavior change due to MI, however the majority of studies also had not reported MI training 
of interventionists and the evidence obtained was of moderate quality. Therefore, both 
reviews should be taken with great caution as although positive evidence was reported, it 
within the context of poor-quality studies.   
Knight et al (2006) also reported positive effects of MI on behavior change outcomes in 
people suffering from a range of chronic illnesses such as asthma, heart disease, type 2 
diabetes and hypertension. However the evidence should be taken with caution as it was 
found to be of poor quality due to sufficient power, small sample sizes, and inadequate 
validation of questionnaires and poorly defined training of MI. Rubak et al (2005) evaluated 
the effectiveness of MI on behavior change in different areas of disease, including type 2 
diabetes. MI was found to outperform traditional advice giving in approximately 80% of the 
retained studies. Specifically, adults with type 2 diabetes reported significant changes of 
dietary and physical activity behaviors in 10/13 studies, and all studies except one were of 
strong quality. Although the review reported strong positive evidence of an effect of MI the 
review did not focus on adults at risk of type 2 diabetes. Therefore, the evidence cannot be 
generalized to at risk of type 2 diabetes populations.  
The previous reviews reported MI as an effective intervention for behavior change in adults 
with different types of illnesses, including type 2 diabetes, though within each review key 
methodological flaws were present. Therefore, the effectiveness of MI is unclear due to the 
poor quality of the evidence. However, there is an important gap in the literature, as the 
previous reviews did not focus on the effectiveness of MI in adults who are at a risk of 
developing type 2 diabetes, therefore the evidence and conclusions drawn from the previous 
reviews cannot be generalized to this population group.   
Aims and objectives  
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Therefore, the aim of the present review will be to systematically identify, review and 
synthesize the evidence of the effectiveness of motivational interviewing on behavior change 
outcomes, specifically dietary and physical activity behaviors, in adults who are at a risk of 
developing type 2 diabetes.  
This is important to address, as the evidence obtained within this review will help to identify 
the effectiveness of motivational interviewing on behavior change in at risk type 2 diabetes 
populations. It will also help to inform future practices of whether motivational interviewing is 
in fact an effective behavior change technique in reducing the risk of developing type 2 
diabetes and will help to inform an improved evidence base for motivational interviewing 
interventions in the future.  
 
Methods  
Inclusion/exclusion criteria  
 
The present review employed a Cochrane method to address the research question of the 
effectiveness of a MI based intervention for behavior change, in adults who are at a risk of 
developing type 2 diabetes. For a detailed outline of the inclusion and exclusion criteria see 
Table 1.  
 
The selection criteria for eligible studies based on the PICOS format (Participants, 
Intervention, Comparators, Outcomes and Study design) recommended by the PRISMA 
(Preferred Reporting Items for Systematic Reviews and Meta-Analysis) guidelines are as 
follows:  
 
• Population: Adults (30+) at risk of developing type 2 diabetes  
• Intervention: Motivational Interviewing (MI) based interventions   
• Comparators: Usual care/control group 
• Outcomes: Assessment of changes in behavioral outcomes: dietary or physical 
activity behaviors 




Inclusion criteria Exclusion criteria 
 
Type of participants: Adults (mean age 
between 30-60yrs) at risk of type 2 
diabetes (BMI 28+, or impaired glucose 
tolerance (IGT) or impaired glucose 
regulation (IGR).  
 
Types of intervention: Motivational 
interviewing intervention that was: 
 
(i) Was delivered face to face or 
via phone call  
(ii) Was targeted at people at risk 
of developing type 2 diabetes 
(iii) Was clearly defined as MI and 
was conducted as a single 
intervention or a major 
component of multifaceted 
interventions   
 
Type of outcome measures:  
 
(i) Dietary intake 
(ii) Physical activity 
 
 
Articles were excluded if they: 
 
(i) Were a review, incomplete 
study, conference abstract, 
editorial, commentary or 
letter; 
(ii) Were descriptive, case-report 
or qualitative studies; 
(iii) Were a non-English language 
publication;  
(iv) Participants with a mental 
health illness e.g. depression, 
anxiety disorder 
(v) Participants with gestational 
diabetes, type 2 diabetes, 
type 1 diabetes 
 
Table 1. Inclusion/exclusion criteria for the eligibility of retained studies. 
 
The rationale for the chosen inclusion and exclusion criteria was as follows: A mean age 
range of 30-60 years old was chosen as this is when the risk of type 2 diabetes is most likely 
to develop. Adults with a BMI of 28+, IGR and IGT were chosen as they are at an increased 
risk of developing type 2 diabetes. Dietary and physical activity behaviors were assessed as 
these factors have the greatest risk of the development of type 2 diabetes. Participants who 
suffered from a mental health illness were excluded as this may have had a direct effect on 
the MI intervention. Participants suffering from gestational diabetes, type 2 diabetes and 
type 1 diabetes were excluded as the research question was in relation to the risk of 
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developing type 2 diabetes only. Publications that were in non-English language text were 
excluded as the researcher/second reviewer could only read/understand the English 
language.  
 
Search strategies  
A systematic search of the literature from 1970 to 2016 was performed to identify all studies 
published in the English language. The electronic data base search was conducted among 
relevant health psychology databases in EBSCOhost, which included Medline, CINAHL, 
PsycINFO, PsycARTICLES and British Nursing Index (BNI). Additional studies were found 
by manual searching of reference lists of relevant published papers and reviews.  
Search terms or combinations for each database included:  
“MI”, “motivational interviewing”, “motivational intervention*” “type 2 diabet*”, “T2D”, 
“diabetes mellitus”, “T2DM”, “diabet*”, “prediabet*”, “behavio*r”, “behavio*r change”, “health 
behavio*r”, “change”, “modif*”, “adapt*”, “alter*”, “develop*”, “outcome*”, “behavioral 
outcomes”, “risk”, “detect*”, “suscept*”, “impaired glucose regulation”, “IGR”, “impaired 
glucose tolerance”, “IGT”, “impaired fasting glucose”, “IFG”.  
Grey literature was searched for in web based search engines (www.google.com) and 
bibliographic databases (Google Scholar, web of science, open grey, world health 
organization). Keywords used to search relevant studies were “motivational interviewing”, 
“behavior change”, “at risk” “type 2 diabetes”.  
 
Study selection  
The process for selecting the studies within the review is outlined in figure 1. Two reviewers 
screened the titles and abstracts of all the retrieved studies. Two reviewers screened the full 
text of possible articles based on the inclusion and exclusion criteria (Table 1). 
Disagreements were resolved by discussion.  
 
Quality assessment of studies  
Once the retained studies had been identified, each was analyzed for methodological rigor in 
order to critique summative conclusions from the results identified.  
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The ‘Quality assessment tool for quantitative studies’ by the Effective public Health Practice 
Project (EPHPP) assessed the quality of each study included in the review (See appendix 
A). The domains assessed were selection bias, study design, confounders, blinding, data 
collection methods, withdrawals and dropouts, intervention integrity, and analyses. Each 
domain was rated by two reviewers as having a quality rating of ‘weak,’ ‘moderate’ or 
‘strong’. The ratings were then summed up for each domain. The global rating for the study 
was rated ‘strong’ if it had not received a rating of weak in any of the domains, ‘moderate’ if it 
had received one rating of weak, and ‘weak’ if it had two or more ratings of weak.  
The risk of bias in each of the retained studies was assessed using the Cochrane risk of bias 
tool specified in the data collection form by The Cochrane Collaboration, designed for 
randomized controlled trials. (See appendix B). The Cochrane method assessed the risk of 
bias in several characteristics of the design of the study. The domains assessed were 
random sequence generation, allocation concealment, blinding of participants and 
personnel, blinding of outcome assessment, incomplete outcome data and selective 
outcome reporting. Two reviewers rated each of the domains as having either a ‘high’, ‘low’, 
or ‘unclear’ risk of bias based on the methods and analyses reported in each study.  
For both quality assessment tools implemented, if both reviewers had different quality 
ratings for a study, each reviewer discussed this to consensus. Two quality assessment 
methods were implemented as they assessed two different aspects of a study; the quality of 
each study and the risk of bias within each study. The use of the two methods will provide a 
clearer and in-depth insight into the quality of each study. Assessing the quality of each 
study will help to determine the effectiveness of MI within the context of the quality of the 
study, which will allow accurate conclusions to be drawn from the evidence.   
The training and delivery of MI and fidelity assessments of the MI intervention will also be 
assessed, as this will give a further insight into the quality and validity of the intervention.  
 
Data extraction and review of the studies  
One reviewer performed the database retrieval process for all eligible studies. Two 
reviewers assessed the studies at both the title and abstract stage of the process. A study 
that had differing retention or rejection opinions by the two reviewers was settled by critically 
evaluating the study based on the eligibility criteria set. A standardized data collection form 
by the Cochrane collaboration was used to extract the relevant information from all full-text 
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studies that were reviewed (See appendix B). Due to the heterogeneous nature across the 
retained studies, a narrative synthesis of the literature will be reported. 
 
Results  
The evidence will be presented by outlining the retained studies in present review. The 
evidence of the effectiveness of MI on behavior change outcomes will be thoroughly 
discussed, taking into account the overall quality of each study. Training and delivery of MI 
and fidelity assessments will be reviewed to further assess the methodological quality and 
rigor of the MI intervention.  
 
Retaining studies for review 
The detailed literature search process and rejection rationales are illustrated in the PRISMA 
flow diagram (See figure 1).  
Figure 1. PRISMA flow diagram  
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Five studies were retained in the present review and were included in the narrative 
synthesis. A detailed outline of the study characteristics of each of the retained studies is 
outlined in Table 2.  
 
 
Table 2. Characteristics of each retained study and behavior change outcomes based on the 
tests of significance. NS: non-significant, S: significant, CI: confidence interval.  
 
Behavior change outcomes 
Table 2 outlines the results of the tests of significance between the intervention and control 
group. 
Key strengths of the present review were that all of studies were randomized controlled 
trials, the data collection form implemented was specifically designed for randomized 
controlled trials, and each study implemented measures that were specific to the targeted 
outcome behaviors being measured.  
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Five studies targeted changes in physical activity behaviors and four studies targeted 
changes in dietary behaviors. Oldroyd et al was the only study that had reported significant 
group differences between the intervention and control group, of positive changes in both 
dietary and physical activity behaviors. Although evidence of an intervention effect was 
reported, key methodological flaws were identified within this study. A small sample size was 
implemented of 78 adults (39 in the intervention group and 39 in the control group), which 
suggests the evidence is difficult to generalize to all at risk type 2 diabetes populations. The 
control group the intervention was compared to, did not receive any form of physical activity 
or dietary advice/information during the entire duration of the study, which suggests that the 
control group was not sufficient enough to firstly compare the intervention group to, and 
secondly to draw conclusions from as there was nothing to compare the intervention group 
to. Due to this major flaw a biased intervention effect would most likely be present. It was 
reported in the study that randomization had taken place, however the method was not 
described, which leaves open the question as to whether an appropriate method was in fact 
implemented. Also, the participants within the study were not blinded, and were completely 
aware of the outcome assessment, and it was unclear as to whether the person completing 
the randomization procedure was aware of the next treatment allocation, suggesting further 
potential forms of bias may also be present in the study. Furthermore, the methodological 
quality of the study was rated as ‘weak’. Taking this into account and the methodological 
flaws outlined, the evidence reported within the study should be taken with great caution, as 
although there is positive evidence of an effect of MI, the effect is clearly within the context 
of a poor quality study, which indicates the evidence cannot be trusted.   
The remaining studies reported no significant group differences. However, Greaves et al and 
Whittlemore et al had reported a positive trend of changes in physical activity behaviors that 
were greater in the intervention group in comparison to the control group, and Whittlemore et 
al also reported a positive trend of changes in dietary behaviors were greater in the 
intervention group. Although the studies reported positive trends, Greaves et al’s study was 
of moderate quality and Whittlemore et al’s study was of weak quality, which suggests that 
the positive trends reported are within the context of poor-quality studies and so the 
evidence cannot be trusted. Due to the poor quality within the studies, this may potentially 
be the reason as to why both studies did not achieve significant group differences. Also, 
potential risks of bias were identified in Whittlemore et al’s study as it was unclear if 
allocation concealment was undertaken, and if participants where blinded in the study, which 
further indicates the positive trends reported should be taken with great caution.  
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Methodological quality assessment  
Motivational interviewing training  
It is important to identify if MI training was carried out within each study, as it gives an insight 
into the validity and reliability of the intervention.  
Miller and Rose (2009) suggest training shapes practitioners’ responses, which evokes 
specific patient responses, such as change talk that leads to successful behavior change 
outcomes. Training enables competence in using skills such as open-ended questions, 
reflective listening and summarizing patients’ statements, which are vital components for 
effective MI. The development and evaluation of these specific training approaches are 
essential for designing effective MI based interventions.   
In Lakerveld et al’s study twelve hours of MI training from experienced psychologists was 
delivered. The training consisted of the use of a treatment manual developed by the project 
leader and the psychologists, and practical coaching was delivered which consisted of one 
hour of individual coaching with feedback. Greaves et al reported MI training was delivered 
in one-to-one individual consultations, which included two days on the assessment of 
existing diet and physical activity requirements and setting appropriate individually tailored 
diet and physical activity targets. Training to support behavior change consisted of two-day 
course in MI, provided by an accredited MI trainer. Whittlemore et al reported that study self-
study was undertaken that comprised of reading, watching a 45-minute DVD on MI, and a 
two-hour workshop on MI (before the intervention and at 3 months into the intervention), a 2-
hour education session reviewing the intervention, and monthly meetings with the primary 
investigator. Penn et al simply reported that MI training was delivered and Oldroyd et al did 
not mention training of MI within their study.  
 
Motivational interviewing delivery  
The duration of the MI sessions across the studies was similar (approximately 30 minutes 
per session). MI took place in settings that were similar to the majority of one-to-one 
behavior change consultations, which are undertaken in the real world, such as hospital 
settings and GP practices (Gatineau, 2014). The sessions were delivered face to face in 
each study, and three studies used both face-to-face and phone call sessions. The sessions 
were delivered by ‘health promotion counselors’ (two ex-NHS staff members and three 
postgraduate students studying sports and health science), a dietitian, a physiotherapist, 
nurse practitioners and practice nurses across the studies. 
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Fidelity of MI 
The assessment of fidelity is important as it helps to identify the quality and validity of the MI 
that was delivered. Only two studies reported assessments of fidelity of MI. Lakerveld et al 
reported practice nurses delivering MI were taped via a digital recorder, which was used to 
provide feedback during coaching sessions. Practice nurses also received peer supervision 
to provide ongoing feedback during the intervention process. Whittlemore et al reported that 
consultations with an MI expert were available throughout the study duration to the nurse 
practitioners that were delivering MI.  
 
 Summary  
Taking into account the evidence, one study reported a significant effect of MI and two 
studies reported positive trends, however each of these findings were in the context of a 
poor-quality studies. Furthermore, the assessment of the training, delivery and fidelity of MI 
was reviewed, and key methodological flaws were identified, which will be discussed further 
with key recommendations being outlined.  
 
Discussion 
The present review systematically examined the evidence of the effectiveness of MI as an 
intervention for behavior change, for adults at risk of developing type 2 diabetes. In only one 
of the five retained studies, MI was reported to have a significant effect on changes in 
dietary and physical activity behaviors, however this study was found to be of weak quality 
(Oldroyd et al). There was great heterogeneity across the studies of the targets outcomes to 
achieve, as certain targets were considerably easier to achieve in comparison to other 
studies. Oldroyd at al set participants a target of 20-30 minutes of physical activity to achieve 
at least once a week, which would be considered easier in comparison to achieving a target 
of 30 minutes of physical activity 5 days a week (Lakerveld et al). Therefore, this may have 
led to significant group differences being reported in the study by Oldroyd et al, in 
comparison to the remaining studies within this review. Furthermore, the comparator group 
did not receive any physical activity or dietary advice during the entire study, therefore a 
biased intervention effect would be very likely to obtain, in comparison to the remaining 
studies within this review. Taking this into account there is a gap in good quality evidence, 
as a positive interaction effect of MI was reported, which was in the context of a poor-quality 
study. This suggests good quality research needs to be undertaken to identify if MI is an 
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effective intervention for behavior change in adults who are at risk of developing type 2 
diabetes. The key limitations identified within the studies of the present review will be 
outlined, followed by recommendations for future research.  
Limitations and future recommendations   
Standardized outcome measures  
The targets participants had to achieve for dietary and physical activity behaviors were 
different among the retained studies. For instance, for physical activity targets, one study set 
a target to achieve 30 minutes of moderate intensity activity at least five days a week 
(Lakerveld et al), and another study set a target to achieve 20-30 minutes of aerobic activity 
at least once a week (Oldroyd et al). For dietary intake targets, one study set a target to 
achieve an increase in fruit and vegetable intake (Lakerveld et al) and in another study to 
achieve dietary energy from carbohydrates and to reduce saturated fat intake (Penn et al). 
Due to the heterogeneous nature of the targets, it is challenging to synthesize and compare 
the evidence across the retained studies. This limitation identified does not reveal a ‘gold 
standard’ for the MI intervention designs in the present study, which has been found to be 
true for behavioral interventions in general (Ekong and Kavookjian), which future 
researchers should be aware of when designing MI based interventions. Furthermore, 
although the outcome targets to achieve were described, a few studies did not report 
essential details such as the quantity to increase their fruit or vegetable consumption by 
(Oldroyd et al). Future research should seek to report and clearly describe the behavior 
change outcome targets participants are to achieve, as it will enable a clearer insight into the 
effectiveness of MI.  
Self-report measures were used in each study, which may have indirectly affected the power 
of the study. For instance, Greave et al reported insufficient power might have been 
compounded by the fact that the response rate for physical activity questionnaires was low. 
Self-report measures are used widely in behavioral research due to their utility, however the 
evidence reported in studies implementing self-report measures should be taken with 
caution, as self-report measures tend to have limited validity and reliability and are at a high 
risk of response biases (Shephard, 2003). Future research should seek to utilizing objective 
measures to assess behavior change outcomes to help overcome the issues associated 
with self-report measures.  
Additionally, two studies reported due to the small sample sizes implemented in their study, 
this led to insufficient power to detect changes in physical activity behaviors (Greaves et al 
and Penn et al). Therefore, future studies should implement an appropriate sample size by 
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undertaking a sample size calculation prior to the intervention, as this may have been the 
reason as to why an intervention effect was not reported within these two studies.  
Furthermore, it was unclear as to whether the questionnaires used were validated 
measures, which suggests the evidence within a few studies may be potentially unreliable 
(Penn et al and Lakerveld et al). Future studies should report this information, as it is 
necessary to understanding and concluding the effectiveness of an intervention.  
 
Training of motivational interviewing  
A key limitation in this review was the lack of reporting and attention paid to MI training and 
incorporating assessments of fidelity for MI. Lundahl et al (2013) suggests adequate training 
and practice is key to skills development of MI. To ensure the MI intervention is effective in 
its primary purpose of behavior change, a good level of training for the individuals delivering 
MI is essential (Christie and Channon, 2014). Lundahl et al recommends a person requires 
at least two days of MI training, which should include opportunities for role-play with 
feedback from a MI expert, with the addition of follow up training to reinforce the 
development and progression of MI skills. Three studies that had reported no intervention 
effect, met the criteria suggested by Lundahl et al of the recommended level of training 
(Greaves et al, Lakerveld et al and Whittlemore et al). One study simply reported MI training 
was delivered, however details describing the training were not reported (Penn et al) and 
another study did not report any form of training in their study (Oldroyd et al).  
Miller and Rose (2009) suggest fidelity assessments are important to undertake. They 
suggest effective MI training should include progressive individual feedback and personal 
follow-up coaching to enable the effective and accurate delivery of MI, which only two 
studies had provided within their study (Lakerveld et al and Whittlemore et al).  
The limitations identified indicate that the MI intervention may lack considerable validity and 
be of poor quality, as the appropriate levels of training were not delivered. Furthermore as 
Morton et al also suggests if the person delivering MI does not receive appropriate levels of 
training, and the necessary fidelity checks are not undertaken, it is highly unlikely that MI will 




Future research needs to develop and implement effective MI training methods within future 
studies and should seek to include a comprehensive fidelity assessment, to determine 
whether firstly the individuals are competent in delivering MI and secondly to determine if the 
participants within the study are receiving effective and accurate MI.  
 
Motivating interviewing delivery  
The MI sessions were delivered both face-to-face and over the phone within the retained 
studies. Specific aspects of MI may have been difficult to achieve over a phone call in 
comparison to face-to-face, such as being able to fully engage with a client about issues or 
concerns and establishing a trusting relationship. Hudson, Britt and Blampied (2003) 
suggest MI sessions over the phone are less likely to evoke patient responses such as 
change talk, in comparison to face-to-face sessions. Furthermore a high attrition rate was 
identified in a few studies, which was reported to be due to having difficulties making contact 
with participants over the phone at the relevant follow up stages, which suggests that the 
absence of an intervention effect may have been due to the use of phone sessions 
(Whittlemore et al).  
Future research should reflect on the implications of implementing MI sessions over the 
phone and the effects it can have on the quality of an intervention, and so should consider 
using an alternative type of delivery method such as video call, which has been found to be 
somewhat more effective than phone sessions (Hudson, Britt and Blampied 2003), or to 
continue delivering face-to-face sessions; the most commonly used form of MI delivery.  
MI was delivered by different health professionals within the retained studies. One study 
reported that nurse practitioners, who had very little experience of MI prior to the study, 
found implementing MI was a challenging aspect, despite having undertaken the appropriate 
MI training and receiving consultations with an expert throughout the duration of the study 
(Whittlemore et al). This suggests that certain health professionals may be better placed to 
deliver MI. Future research needs to take this into account and implement measures prior to 
the intervention in order to firstly assess and determine the current level of experience the 
person who is to deliver MI currently has, and to then possibly build upon their current level 
of experience, and to not solely rely on providing training to individuals prior to when an 
intervention is to commence, as this has shown to be ineffective (Whittlemore et al).  
The number of MI sessions ranged from 9 to 24 within the retained studies, which is an 
appropriate number of sessions for positive behavior change to take place (Rubak et al 
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2005). Due to the heterogeneity of the number of sessions, it is difficult to synthesize the 
evidence to conclude the effectiveness of MI. One study reported a median number of two 
sessions were attended out of a possible six (Lakerveld et al). Morton et al suggests 
attending 3-5 sessions is sufficient to achieve behavior change; however, attending less 
than three sessions is found to be not as effective, which future research studies need to 
take into account when designing MI interventions. The sessions across the studies lasted 
approximately between 15-34 minutes. Burke, Arkowitz and Menchola (2003) suggests 
intervention effectiveness appears to increase with contact time, and stated sessions lasting 
2-3 hours are most optimal for achieving positive behavior change. Future research should 
take this into consideration when designing interventions, as the duration of sessions needs 
to be longer than a typical 30-minute session, as it is ineffective for positive behavior change 
to take place, as indicated by Burke, Arkowitz and Menchola.  
 
Recruitment methods 
One study recruited participants via a convenience sample (Whittlemore et al) and in 
another participants had self-selected themselves to take part (Penn et al). Due to the 
recruitment methods self-selection bias may be present, and the evidence obtained cannot 
be generalized to the general population. Furthermore, participants may have been 
motivated to take part due to self-selecting themselves into the study. Evidence for 
participate motivation has been indicated as a potential mediator and bias for positive 
outcomes in MI interventions (Morton et al). Future research should aim to recruit 
participants using reliable methods, such as simple random samples, which have lower risks 
of bias, such as researcher bias associated with them, in comparison to a convenience 
sample.  
 
Insufficient comparison group  
The comparator for which the intervention was compared to in each study was a usual 
care/control group. In the majority of the studies, the procedure for the participants in the 
control group did not include a great deal to undertake, in comparison to the intervention 
group (Oldroyd et al and Penn et al). For instance, in one study the control group did not 
receive any form of physical activity or dietary advice during the entire duration of the 
intervention (Oldroyd et al). Therefore, the control groups may not be feasible enough to 
compare and draw conclusions from to identify the effectiveness of the MI intervention, as it 
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can only truly be concluded that MI is simply better than nothing. Future studies need to 
ensure that when designing an intervention, that the comparison group should include 
procedures that are detailed and sufficient enough to compare the effectiveness of an 
intervention to, in order to gain a true and reliable insight into the effectiveness of an 
intervention.  
 
Comparison to other studies  
The evidence within this review has been somewhat identified within previous reviews of an 
intervention effect in the context of a poor-quality study, and the general poor quality of 
evidence obtained. For instance, Knight et al reported a positive effect of MI on dietary and 
physical activity behaviors, however weaknesses of insufficient power, small sample sizes, 
inadequate validation of questionnaires and poorly defined training of MI were reported. 
Ekong and Kavookjian reported an intervention effect, however it was unclear if participants 
were blinded in various studies and a few studies had failed to report the randomization 
method implemented, and training of interventionists was not reported in any of the retained 
studies. Morton et al also identified an intervention effect among half of the retained studies, 
however a lack of training was undertaken for interventionists in majority of the studies. 
Although the evidence from previous reviews can be related to the present review, due to 
the great heterogeneity in the design of previous studies, clear comparisons cannot be 
made, which is known to be a common limitation among behavioral interventions in general, 
which future research needs to be aware of and seek to addressing.   
 
Conclusion  
To conclude the present review identified, reviewed, and synthesized the evidence of the 
effectiveness of MI on behavior change outcomes in adults who are at risk of developing 
type 2 diabetes. An intervention effect was reported in one study; however, the evidence 
cannot be trusted as it was identified within the context of a poor-quality study. Furthermore, 
within each of the studies key methodological flaws were identified. The key problems were 
the use of self-report measures, insufficient power within studies, and heterogeneity across 
the studies of the target outcomes to achieve and aspects of the delivery of MI, a lack of MI 
training, the use of phone sessions and inadequate length of sessions, poor recruitment 
methods and insufficient comparator groups.   
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Taking the evidence and methodological flaws into account, this systematic review can only 
conclude that there is a clear gap in good quality evidence, as the evidence base in the 
present review is of considerable poor quality. A clear conclusion of the effectiveness of MI 
is unable to be made due to the poor-quality evidence identified. Future research that is of 
good quality needs to be undertaken by considering the limitations outlined and focusing on 
the recommendations put forward. By doing so it will help to improve the evidence base of 
MI as an intervention for behavior change and more importantly will identify the effectiveness 
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 Data collection form 
Intervention review – RCTs only 
 
This form can be used as a guide for developing your own data extraction form. Sections can be expanded and 
added, and irrelevant sections can be removed. It is difficult to design a single form that meets the needs of all 
reviews, so it is important to consider carefully the information you need to collect, and design your form 
accordingly. Information included on this form should be comprehensive, and may be used in the text of your 
review, ‘Characteristics of included studies’ table, risk of bias assessment, and statistical analysis.  
 
Notes on using a data extraction form:  
• Be consistent in the order and style you use to describe the information for each report..  
• Record any missing information as unclear or not described, to make it clear that the information was not 
found in the study report(s), not that you forgot to extract it.  
• Include any instructions and decision rules on the data collection form, or in an accompanying document. 
It is important to practice using the form and give training to any other authors using the form. 
 
Review title or ID 
      
 
Study ID (surname of first author and year first full report of study was published e.g. Smith 2001)  
      
 
Report IDs of other reports of this study (e.g. duplicate publications, follow-up studies) 
      
 





1. General Information  
 
Date form completed 
(dd/mm/yyyy) 
      
Name/ID of person extracting 
data 
      
 
Report title  
(title of paper/ abstract/ report 
that data are extracted from) 
      
 
Report ID 
(ID for this paper/ abstract/ report) 




      
 
 
Report author contact details       
 
Publication type 
(e.g. full report, abstract, letter) 
      
 
Study funding sources 
(including role of funders) 
      
 
Possible conflicts of interest 
(for study authors) 
      
 










(Insert eligibility criteria for each characteristic as 
defined in the Protocol) Yes No Unclear 
Location in text 
(pg & ¶/fig/table) 
Type of study Randomised Controlled Trial          
Controlled Clinical Trial 
(quasi-randomised trial) 
   
      
Participants 
 
      
 
 
   
      
Types of 
intervention 
      
 
 
   
      
Types of outcome 
measures 
      
 
 
   
      
 
INCLUDE   
 
 





      




DO NOT PROCEED IF STUDY EXCLUDED FROM REVIEW 
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3. Population and setting 
 
 Description 
Include comparative information for each group (i.e. intervention and 
controls) if available 
Location in text 
(pg & ¶/fig/table) 
Population description 
(from which study 
participants are drawn) 
            
Setting 
(including location and 
social context) 
            
Inclusion criteria  
 
 












   
Yes No Unclear 
            






 Descriptions as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
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Aim of study 
 
 
            
Design (e.g. parallel, 
crossover, cluster) 
            
Unit of allocation 
(by individuals, cluster/ 
groups or body parts) 
            
Start date 
 
      
 
      
End date 
 
      
 
      
Total study duration 
 
            
Ethical approval 
needed/ obtained for 
study 
   
Yes No Unclear 
            




5. Risk of Bias assessment 
See Chapter 8 of the Cochrane Handbook 
 
Domain Risk of bias 
 
Support for judgement 
 
Location in text 










   




   
            
Blinding of participants 
and personnel 
(performance bias) 
   
Outcome group: All/      
      
      
(if required)    
Outcome group:       
      
      
Blinding of outcome 
assessment 
(detection bias) 
   
Outcome group: All/      
      
      
(if required)    
Outcome group:       
      
      
Incomplete outcome data 
(attrition bias) 
 
   




   




   
            






Provide overall data and, if available, comparative data for each intervention or comparison group. 
 
 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Total no. randomised  
(or total pop. at start of study 
for NRCTs) 
            
Clusters 
(if applicable, no., type, no. 
people per cluster) 




            
Withdrawals and exclusions 
(if not provided below by 
outcome) 
            
Age             
Sex             
Race/Ethnicity             
Severity of illness             
Co-morbidities 
 
            
Other treatment received 
(additional to study 
intervention) 




            
Subgroups measured 
 




            




7. Intervention groups 
Copy and paste table for each intervention and comparison group  
 
Intervention Group 1 
 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Group name 
 
            
No. randomised to group 
(specify whether no. people 
or clusters) 
            
Theoretical basis (include key 
references) 
 
            
Description (include sufficient 
detail for replication, e.g. 
content, dose, components) 
            
Duration of treatment period             
Timing (e.g. frequency, 
duration of each episode) 
            
Delivery (e.g. mechanism, 
medium, intensity, fidelity) 
            
Providers 
(e.g. no., profession, training, 
ethnicity etc. if relevant) 





            
Economic variables 
(i.e. intervention cost, 
changes in other costs as 
result of intervention) 
            
Resource requirements to 
replicate intervention  
(e.g. staff numbers, cold 
chain, equipment) 
            





Copy and paste table for each outcome. 
 
Outcome 1 
 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Outcome name 
 
            
Time points measured 
 
            
Time points reported 
 
            
Outcome definition (with 
diagnostic criteria if 
relevant) 
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Unit of measurement  
(if relevant) 
 
            
Scales: upper and lower 
limits (indicate whether 
high  or low score is good) 
            
Is outcome/tool validated? 
   
Yes No Unclear 
            
Imputation of missing data 
(e.g. assumptions made for 
ITT analysis) 
            
Assumed risk estimate 
(e.g. baseline or population 
risk noted  in Background) 
            
Power             





Copy and paste the appropriate table for each outcome, including additional tables for each time point and 
subgroup as required. 
 
Dichotomous outcome  
 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Comparison 
 
            
Outcome 
 
            
Subgroup 
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Timepoint  
(specify whether from start 
or end of intervention) 
            
Results Intervention Comparison       
No. events No. participants No. events No. participants 
                        
No. missing participants 
and reasons 
                  
No. participants moved 
from other group and 
reasons 
                  
Any other results reported  
 
            
Unit of analysis (by 
individuals, cluster/groups 
or body parts) 
 
            
Statistical methods used 
and appropriateness of 
these methods (e.g. 
adjustment for correlation) 
            
Reanalysis required? 
(specify) 
   
Yes No Unclear 
            
Reanalysis possible? 
   
Yes No Unclear 
            
Reanalysed results 
 
            






 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Comparison 
 
            
Outcome 
 
            
Subgroup 
 
            
Timepoint 
(specify whether from 
start or end of 
intervention) 
            
Post-intervention or 
change from baseline? 
            
Results Intervention Comparison  









      
                                    
No. missing participants 
and reasons 
                  
No. participants moved 
from other group and 
reasons 
                  
Any other results 
reported 
 
            
Unit of analysis 
(individuals, cluster/ 
groups or body parts) 




these methods (e.g. 
adjustment for 
correlation) 




   
Yes No Unclear 
            
Reanalysis possible? 
   
Yes No Unclear 
            
Reanalysed results 
 
            





 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Comparison 
 
            
Outcome 
 
            
Subgroup 
 
            
Timepoint 
(specify whether from start 
or end of intervention) 
            
Results Intervention 
result 
SD (or other 
variance) 
Control result SD (or other 
variance) 
      
                        
Overall results SE (or other variance) 
            
No. participants Intervention Control  
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No. missing participants 
and reasons 
                  
No. participants moved 
from other group and 
reasons 
                  
Any other results reported  
 
            
Unit of analysis (by 
individuals, cluster/groups 
or body parts) 
            
Statistical methods used 
and appropriateness of 
these methods 
            
Reanalysis required? 
(specify) 
   
Yes No Unclear 
            
Reanalysis possible? 
   
Yes No Unclear 
            
Reanalysed results 
 
            






Have important populations 
been excluded from the 
study? (consider 
disadvantaged populations, 
and possible differences in 
the intervention effect)  
   
Yes No Unclear 
      
Is the intervention likely to 
be aimed at disadvantaged 
groups? (e.g .lower 
socioeconomic groups) 
   
Yes No Unclear 
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Does the study directly 
address the review 
question? 
(any issues of partial or 
indirect applicability) 
   
Yes No Unclear 
      




11. Other information 
 
 Description as stated in report/paper 
 
Location in text 
(pg & ¶/fig/table) 
Key conclusions of study 
authors 
 
            
References to other relevant 
studies 
 
            
Correspondence required for 
further study information 
(from whom, what and when) 
      
Notes:         
 
 
 
 
 
 
